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ABSTRACT

This study was carried out among children and young persons in difficult socio-
economic circumstances who had been brought to the Nairobi Juvenile Court. A total
of’90 children and young persons between the age of 8 and 18 years were studied.

Sixty ofthem were randomly selected from a similar group brought to the court by the
police through the Probation department. All of the thirty children and young persons
brought by their parents or other caregivers through the Children’s department were
interviewed. The main objective of this study was to establish the point prevalence of
psychiatric morbidity and psychoactive substance use in such children and young
persons.  Socio-demographic and substance use data were collected using a
questionnaire interview by the author. Screening for psychiatric morbidity was done
using the Reporting Questionnaire for Chidren (RQC) and the potential cases were
further subjected to a standard psychiatric interview; Follow-up Interview for Children

(F1C). 1CD-10 diagnoses were then documented in all RQC positive cases.

Results showed a crude psychiatric morbidity (CPM) in 40 out of the 90 children
interviewed (44.4%). 1CD-10 documented psychiatric disorders detected in those 40
with CPM were:- conduct disorders 18 (45%), mixed disorders of conduct and
emotions 8 (20%), emotional disorders with onset specific to childhood 8 (20%),

mood disorders 5 (12.5%) and hyperkinetic disorder 1(2.5%).

Out of the total sample studied, substance use was reported in 39 children (43.3%).
The substances used were nicotine, volatile hydrocarbons, cannabis, alcohol, klial and
sedatives in that order of decending frequencies. Multiple substance use was an

associated factor.

A wide spectrum of deviant behaviour was reported. This included leaving school
before reaching secondary school; running away from home; begging; problems with
parents, siblings, peers, teachers, police and administrative officers; stealing, thefis and
robberies; possession and use of psychoactive substances; early unprotected sexual

activity, sexual abuses and suicide attempts.
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Rearing patterns and parenting were important factors in this study. Out of the total
sample of 90, 23 (25.5%) were brought up by the mother only and 3 (3.3%) by the
father only. 15 (16.6%) reported not knowing their fathers and 6 (6.7%) reported not
knowing their mothers. O fthose brought up by the mother only, psychiatric morbidity
was found in 7 (30.4%) and in 2 (66.7%) among those who had been brought up by
father only.

The relationship of family size and psychiatric morbidity was also assessed. A PM of

about 27.6% was reported in families witli an average of 3 siblings.

In this study it was found that 16 (17.7%) of the children and young person had

appeared in the court more than once. Ofthese 6 (37.5%) had psychiatric morbidity.

This study has confirmed the hypothesis that there is a significant psychiatric morbidity

among children and young persons appearing in the Nairobi Juvenile Court.



CHAPTER ONE

INTRODUCTION
1 TRENDS OF deviant behaviour

Globally, crime rate is on the rise and most criminals have been shown to have
antisocial behaviour. Follow up studies into adult life, of both clinic and non clinic
children, show that antisocial behaviour in childhood is followed by a substantially
increased risk of adult criminality. Iltcre is increased risk also of marital problems and
breakdown; difficulties in parenting; poor job record and unemployment; financial
dependency; social isolation; alcohol and drug related problems and of mental disorder

(Robbins, 1966).

Antisocial behaviour has been noted to begin during childhood. Therefore one must
focus on its prevention. From an early age any measures that improve the mental
health of antisocial children and its families arc likely to reduce deviant behaviour

(Kaplan, Saddock, Grebb, 1994).

Lucien (1957) notes that a large proportion of children and adolescents appearing
before the courts have no major physical or psychological abnormality. They are
simply the victims of adverse external circumstances, characterised by social insecurity
or a too low standard of living or a combination of both. For such social factors to

cause deviant behaviour, they must set in motion a number of psychological processes.

Snyder (1996) reports from the United States of America an increase in the juvenile
courts caseload by 23% between 1989 and 1993. In Kenya, between 1991 and 1994

the Nairobi Juvenile Court’s caseload increased by 21% (Table A).

Torome (1985) concluded that the ten most common offences committed by young
offenders in Kenya are stealing, assault causing actual bodily harm, breaking into a
building and committing felony, housebreaking, stealing by servants, damaging

property, indescent assault and possession of cannabis and marihuana.



Recent studies have shown a high percentage of psychoactive substance use/abuse

among the youth hi Kenya (Wangari, 1993, Mwangi S,, 1996, Ndetei et al, 1997).

Despite the large number of researches done on substance use/abuse and deviant
behaviour among children and young persons, no studies have been done on the

psychiatric morbidity and substance use among young offenders appearing in the

juvenile courts in Kenya.

The author embarked on a study aimed at finding out the prevalence of psychiatric

morbidity and substance use among children and young persons appearing in the

Nairobi Juvenile Court.



TABLE A:

COMPARISON OF THE NUMBER OF CASES REGISTERED AT THE NAIROBI JUVENILE COURT FROM 1981-85 AND 1991 UPTO AUGUST
1997

YEAR 1981 1982 1983 1984 1985 1991 1992 1993 1994 1995 1996  UPTO
AUGUST
1997

CRIMINAL 1380 1199 1435 1740 1627 2153 2107 2650 2528 2167 1357

PROTECTION & 124 136 a7 76 4 175 230 249 284 323 443 457

DISCIPLINE

TOTAL 1504 1335 1482 1816 1681 2328 2337 2899 2812 2610 1814

* The 1995 register for criminal cases was not available at the juvenile court.



CHILDREN AND YOUNG PERSONS IN KENYA

History dates back to July 6th 1927 when, at a conference held in Geneva, a Child

Welfare Committee was established (League of Nations, 1929).

The Child Welfare Committee at the league of Nations (1929) produced a circular
dated 5/10/1929 in the form ofa "questionnaire addressed to governments preliminary
to a proposed study of the different auxiliary services ofjuvenile courts™. A reply to
the circular dated 30/12/1929 and signed by the then Governor of the Colony of
Kenya, Governor Edward Grigg stated: "1 have the honour to inform your Lordship
that there are no juvenile courts in this colony, there are no auxiliary services in
connection with such courts. Juvenile offenders are either committed to prisons or to
the reformatory at Kabete established under and governed by the provisions of the

reformatory school ordinance”.

According to the reports in the Juvenile Offenders Ordinance (1933), a committee was
set up by the colonial government:

‘T o consider what special arrangements are in force in dependencies under the control
of the colonial office in connection with the trial and punishment of young offenders

and to make recommendation”.

The committee was composed of:

- a Chairman who was a doctor (qualifications not documented)
- the Commissioner of Prisons
- a Legal Advisor

- a Secretary to the State

Ihe committee drew up a bill which, on August 30th 1932, was introduced into the
legislative council by the Governor. On 5th May 1933 an ordinance number XV 1933

cited as "Juvenile Offenders Ordinance 1933" came into action.
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The Juvenile Offenders Ordinance was based on the English Children Act (1908), the
Home Office Report of Departmental Committee on the Treatment of Young

Offenders (1927) and the I»robation of Young Offenders Act (1908).

The Juvenile Offenders Ordinance (1934) states that despite the creation ofthe Juvenile
Offenders Ordinance, there were no places to keep the juvenile offenders. On 28th
February 1934, the Colonial Secretariat proposed that juvenile offenders should be
kept in separate huts in or near a detention camp which would be provided by the
Commissioner of Prisons; as no remand homes had been established in the colony of

Kenya. The Juvenile Offenders Ordinance was in use from 1934 to 1963.

Presently the act in use is "The Children and Young Persons Act" (Cap 141 Laws of
Kenya). This act became effective on 31st December 1963. At present the act is under

review by the Law Reform Commission.



CHAPTER TWO

LITERATURE REVIEW

1 THE rights of achild in relation to the law

Munene (1994) reports that a committee on children and young persons was appointed
under the chairmanship of Humprey Slade in 1954. The committee recommended,
“Interalia”, complete separation ofthe juvenile system from the adult system and “Loco
Parentis” referring to the obligation of the government to all children. This means that

the state stands in die shoes ofthe parent in relationship to the welfare ofthe children.

In his discussion ofjuvenile administration, Warren (1958) stated that : “The purposes
ofthe juvenile court are to understand the child, to diagnose his difficulty, to treat his

condition and to fit him back into the community”

On 20th November, 1989, the United Nations General Assembly marked die thirtieth
anniversary of the Declaration on the Rights of the Child. On that day, too, the
international community extended die mantle of human rights protection to one of die
most vulnerable groups in the society; children, when it adopted the United Nations
Convention on the Rights of die Child (1991). It is the first international legal

instrument which lays down guarantees for the spectrum ofthe child’s human rights.

Hie 54-article convention on the rights of the child (1991) - a "Bill of Rights" for

children, in relation to law, states in part:

* When courts, welfare institutions or administrative authorities deal with children, the
child's best interests shall be a primary consideration. The child's opinions shall be

given careful consideration.*

* Children should not be separated from their parents, unless by competent authorities

for their well being.



* States shall protect children from physical or mental harm and neglect, including

sexual abuse or exploitation.

* States shall protect children from the illegal use of drugs and involvement in drug

production or trafficking.

* Capital punishment or life imprisonment shall not be imposed for crimes committed

before the age of 18 years.

* Children in detention should be separated from adults; they must not be tortured or

suffer cruel and degrading treatment.

* Children who have suffered maltreatment, neglect or detention shall receive

appropriate treatment or training for recovery and rehabilitation.

* Children involved in infringements of the penal law shall be treated in a way that
promote their sense of dignity and worth that aims at reintegrating them into the

society.

2. JUVENILE DELINQUENCY

Delinquency comes from the Latin word delinquere “to make mistakes”. Though not
a diagnostic terminology in psychiatric texts, it is an unfortunate term. Russel (1975)
noted delinquency as a term calling to mind an immediate type: the tough, unruly kid,
with no respect for persons, property or society, who makes a practice of mayhem,

destruction, stealing and other forms of aggressive antisocial behaviour.



3. CAUSES OF JUVENILE DELINQUENCY

Lucien (1957) states that, as in the nineteenth century, two age-old ideas clash: one of
the “inborn criminal” linked with the name of Cesare Lambroso, the other, a result of
socialization, exemplified by the words of Victor Hugo: “the opening of a school is the

closing ofaprison”.

Some ofdie aetiological factors to juvenile delinquency are:

(i) GENETIC FACTORS

(a) Genetic Endowment Theory

Lucien (1957) states that inherited characteristics direct children into criminal

behaviour or make them potentially susceptible to criminal tendencies.

(b) Chromosomal Abnormalities

Other chromosomal abnormalities associated with deviant/criminal behaviours were
observed as the presence of an extra Y chromosome in the genetic make up of males
(Telfert, 1968).

(c) Twin Studies

Christiansen (1977) followed up over 3,500 twin pairs in Denmark over a 30 year
period. He found that the concordance in official offending was 52% for male

monozygotic twin pairs and 22% for male dizygotic twin pairs.

(d) Adoptioni Studies

Mednick et at (1983) in a study based on all non familial adoptions of children bom in
Denmark in 1924-47 showed more similarity in the prevalence of convictions between

boys and their biological parents than between boys and their adoptive parents.
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The above findings, indicate some kind of genetic transmission of an underlying
construct or tendency that is conducive of offending, although the precise operations of

thjs phenomenon is yet to be well defined.

(i) niorHFMICAL FACTORS

Psychopathy-related personality traits as well as platelet monoamine oxidase (MAO)
activity and criminality from the age of 15 years were studied in a group of 68 male
former juvenile delinquents and 32 control subjects. flic former juvenile delinquents
registered for crime as adults were found to have higher Psychopathy Check List
(PCL) scores and lower platelet MAO activity than either juvenile delinquents who
were not registered criminals from the age of 15 years or non-criminal controls.

Although PCL scores and platelet MAO activity were unrelated, a configural frequency
analysis showed a significant interaction. Individuals with higher PCL scores, low
platelet MAO activity and persistent criminal behaviour constituted a significant “type”.
Among die 27 former juvenile delinquents who developed persistent criminality, 21
subjects (78%) had PCL scores greater than zero and low platelet MAO activity, while
none of these persistent criminals were characterized by a combination of zero PCL

score and high platelet MAO activity (Aim et al, 1996).

Levels oftriiodothyronine (T3) and thyroid-stimulating hormone (TSH), psychopathy-
related personality traits and criminality from the age of 15 years onward were
examined in 70 former juvenile delinquents and 35 control subjects aged 38-46 years.

T3 levels were significantly associated with criminality but not with psychopathy-
related personality traits. TSH levels were not related to any of these variables.

Juvenile delinquents who displayed persistent criminal behaviour were found to have
higher mean T3 levels than juvenile delinquents who did not display criminality in
adulthood and non-criminal controls. Former juvenile delinquents with T3 levels above
the mean level found in the controls were registered for criminality 3.8 times more
often than juvenile delinquents with T3 levels below the mean level found in the control
group.  Hie results are discussed in terms of elevated T3 levels representing a
compensatory or stress phenomenon for low social adaptive ability of individuals who

display persistent criminal behaviour (Aim ct al, 1996).



(iif) PSYCHOLOGICAL FACTORS

Lucicn (1957) suggested that persons who did not experience warm, loving
relationships during their childhood did not develop a stable personality because the
superego does not develop properly. It will be easy to understand what can happen if
die moral precepts, which the child seeks to incorporate at the time of the formation of
die superego, are antisocial, or even criminal. The child’s superego, although
developed in die normal way, will contain elements which will lead to antisocial

behaviour.

In odier words, the delinquent’s personality has normal psychological structures but the
structures of die superego are based on antisocial personality patterning. Such cases

develop among children of antisocial parents or from antisocial communities.

Eysenck (1964) suggested that extroverts are more prone to commit delinquent acts
than introverts. This is because extroverts are more sociable, have friends, are
impulsive, take risks, crave for excitement, are aggressive and lose temper easily and

find it hard to keep their feelings under control.

(iv) PSYCHIATRIC MORBIDITY

Juvenile delinquency has often been associated with and equated to conduct disorder.
This is wrong, for although the two categories overlap, they are not the same. Many
delinquents do not have conduct disorders or any odier psychological disorders.

Nevertheless in an important group, persistent law breaking is frequently proceeded
and accompanied by abnormalities of conduct such as truancy, aggressiveness,

attention-seeking and by poor concentration (Gelder et al, 1993).

In the Isle of Wight survey of 1279 children aged 10-12 years, Rutter et al (1970), the
term conduct disorder was used to refer to disorders involving abnormalities of
behaviour, emotions and relationships that were sufficiently marked and sufficiently

prolonged to be causing persistent suffering and/or social impairment, and in which the
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predominant pattern was of behaviour giving rise to social disapproval. About 38 (3%)

of the 10-12 year olds were regarded as having conduct disorder (5.5% hoys; 15%

girls).

Rutter et al (1983) reported that delinquents (especially recidivist delinquents) showed
a variety of important problems, particularly so in attention, mood and relationships.

He further stated that children with conduct disorders also showed a much increased
rate of misery and unhappiness, relationship difficulties, attentional deficits and of bed

wetting.

(v) GENERAL MEDICAL CONDITIONS

(a) Prenatal and perinatal factors

McCords (1959) found no significant relationship between prematurity, difficult birth,

caesarean section and the quality of the child’s general health on one hand and deviant

behaviour on the other.

(b) Drain Injury

Studies by Bond (1984) have confirmed the importance of frontal or fronto-tcmporal

damage in determining subsequent behaviour disturbances.

On the contrary, Spreen (1981), focused prospectively on a group of 208 children,
aged 8-12 years, with learning disabilities. At follow up, an average of 10 years later,

no evidence was found for an association between brain damage, learning disabilities

and crime.

(c) Intelligence

Exner (1939) reported that unintelligent delinquents had a greater tendency to

recidivism and hence are proportionately more numerous in reform institutions.
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West and Farrington (1973) in the London Longitudinal Survey from 1961/62 to 1987
studied 411boys of 8-9 years age from 6 London schools, every 2-3 years, upto their
age of 32 years. It was found that 133 (33.3%) of the boys scoring 90 or less on a
non-verbal intelligence test (Raven’s Progressive Matrices) at age 8-10 years were
convicted as juveniles, twice as many among the remainder 278 (66.7%) whose 1Q
scores were above 90. Low non-verbal average 1Q of 89 was especially characteristic

ofthe juvenile recidivists.

In a New Zealand study (Moflil, Silva, 1988), 1037 children born in 1972-73, in
Dunedin were followed from birth to the age of 15 years The results showed that
arrested juveniles were significantly low on verbal 1Q according to Weschler
Intelligence Scale for children, but not significantly low on perfoimance 1Q. Overall,

the full scale 1Q was significantly low among delinquents.

Ferguson et al (1997) in the Christchurch study of 1265 children over a period of 10
years from age 8 years upto 18 years showed that early attentional difficulties had
statistically significant relationship with increase in rates of reading delays, poor
academic performance, juvenile offending, substance dependence and increased

psychosocial risks.

(d) Epilepsy

Stein (1975), found only 12 cases of gnlcpsy among 7,000 juvenile delinquents
brought before a Chicago juvenile court. Working with 285 children refered from the
juvenile courts, Balia (1979) found 18 of them to have symptoms suggestive of

temporal lobe epilepsy.

freiman and Delgado-Escueta (1983) reviewed the world medical literature between
1872 and 1981 and found only 29 cases in which violent events were reported to be

due to grandmal epilepsy.
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(vi) SOCIO-ECONOMIC FACTORS

Torome (1985) reported that 80% of all cases processed in the Nairobi juvenile court
gave their residence as Korogocho, Ngomongo, Kibera, Laini Saba, Soko Mijinga,
Kawangware, Soweto and other slum areas of the city of Nairobi. Poverty, lack of
food in the house, broken families, dead parents, non caring single parents were most
ofthe factors which pushed many ofthe children and young persons onto the streets to

earn a living. These children are then called the street kids.

During the Grand-Bassam Forum (1985) on “Children and Youth from the Street”, the
following definition was proposed: the street kid is “that person who has not yet
reached adulthood and for whom the street has become the usual homeplace and the
source of subsistence and who is inadequately protected, looked alter or reared by one

or several adults”.

The London Study in delinquent development (West, Farrington, 1973) summarised
the results as follows:

“The major findings were that juvenile delinquents tended to come from large, poor
families and to have criminal parents and siblings. Iliey also tended to have parents
who were in conflict with each other, who had cruel, passive or neglecting altitudes
and harsh or erratic discipline. While many aspects of family environment were related

to delinquency, schools did not seem to be important”.

Parenting and Family Influences

Russel (1975) reported that of 700 delinquent youngsters examined at the Institute of
Juvenile Research, Chicago, the parents of46% were legally divorced or permanently
separated; 14% had lost a parent by death (4.3% their mothers and 9.7% their fathers);
21.5% had parents who had suffered serious chronic illness during their formative
yeais, (13°0 their mothers and 8.5% their fathers); alcoholic parents were a deleterious
factor in 18% (12.6% their fathers and 5.4% their mothers); in 5% o f the cases mothers

had deserted their families when the children were quite young; 2.3% had fathers with

criminal records and imprisonment.



McCord (1979) in the Cambridge-Somerville study followed up 650 boys (average age
10 years) from 1937/39 upto 1975/80 and reported that poor parental supervision was
the best predictor of both violent and property crimes. She also reported that parental
aggress've,,ess an”™ Parenta* conflict were significant precursors of violent, but not
property crimes, while the mother’s attitude (passive or rejecting) was a significant

precursor of property, but not violent crime.

McCord (1982) found that the prevalence of offending was high for boys reared in
broken homes without affectionate mothers (62%) and for those reared in united
homes characterized by parental conflicts (52%). llic prevalence of offending was low
for those reared in united homes without conflict (26%) or in broken homes with
affectionate mothers (22%). These results suggest that it is not so much the broken

home which is criminogenic as the parental conflict which causes it.

(b) Economic Factors

Gunn and Taylor (1995) have suggested that family income, educational levels of
parents, type of housing, overcrowding in the house, possessions, dependence on

welfare benefits and family size were related to offending.

Arthur (1986) clarifies that the economic theory is basically Marxist in outlook,
suggesting that juvenile delingquency is the result of the inequities of the soicial and

economic order in which an acquisitive society encourages aggression and discourages

altruism.

(vii) SUBSTANCE USE

Of 700 delinquent youngsters examined by Russel (1975) at the Institute of Juvenile

Research, Chicago, 28% used marihuana, 11.7% used barbiturates, 11% used

amphetamines, 8.6% used LSD, 2.3% used heroin and 26% frequently used alcoholic

beverages.
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Jalali (1981) reported a survey of 2131 adolescents in live New Jersey Schools, will)
ape ranging from 12 to 18 years. 26.3% had used amphetamines, 25.3% had used
barbiturates, 21.1% had used hallucinogens, 13.6% had used cocaine, 13.2% had used

inhalants and 9.3% had used opiates.

Martinez (1991) identified several risk factors that point to an increased probability that
a young person will use drugs. ‘llicsc include; early use of alcohol or tobacco;
allicnalion from family, religious institution, school and community; poor academic
performance and boredom with school; antisocial behaviour; having friends who us
drugs; a lack of strong positive role models; a family history of ding and alcohol use

and no consistent discipline or direction from adults.

Mwangi S. (1996) in a study on the psychiartic morbidity among 78 children in a
community based institution in Nairobi foiuid the prevalence of psychoactive substance
use to be 28.2% inhalants, 26.9% cannabis, 16.6% nicotine, 2.6% alcohol and 2.5%

sedatives.

Ndclei (1997) in a study (n = 365) of economic-social-political aspects of illicit drug
use in Kenya, found that the commonest substances illicitly used by children between
the age group 0-9 years were volatile hydrocarbons (75% in this age group) followed
by cannabis (25%). In the 10-15 years age group drug use was as follows; volatile
hydrocarbons (40%), cannabis (31.4%), cocaine/cannabis (11.4%), mandrax/cocaine
(2.9%), amphetamine and heroin (single cases). In the 16-20 years age group, drug
use was as follows; cannabis (73%), mandrax/cocaine (13.3%). This study also found

that 60% ofthe illicit drug users were cx-strcel children and hail been involved with the

police.



4 <n DIES ON CHILI) AND ADOLESCENT PSYCHIATRIC
MORBIDITY IN KENYA

Wakube (1983), studied the pattern of childhood psychiatric disorders at Kenynlla
National Hospital Child Psychiatric clinic. A total of 71 children (38 boys, 33 girls)
aged between four and fifteen years were seen during a study period of4 months. Hie

diagnoses were:

Neurotic disorder - 40%
Conduct disorder - 21%
Development delays - 16%
Others - 14%

Mwita (1985), studied the pattern of childhood psychiatric morbidity among child
psychiatric in-patients at Mathari hospital. A total of 110 children (71 boys , 39 girls)
aged between 6 to 15 years were admitted to the children psychiatric ward during the
18 month period of the study. All of them were systematically assessed by a
multidisciplinary team consisting of a child psychiatrist, paediatrician, psychologist,

social workers and nurses.

The diagnoses were:

Affective disorder - 21%
Organic brain disorder - 20%
Mental handicap - 18%
Epilepsy 13%
Schizophrenia 5.5%
Conduct disorder 4%

16



Galangi (1987), did a study on psychiatric morbidity in children and young pcisons
admitted into an approved school in Nairobi. A total of 85 boys were studied, 24.8%

had psychiatric morbidity as follows:

Neurotic depression - 11.8%
I lypochondriasis - 47%
Anxiety neurosis - 4.7%
Epilepsy - 12%
Manic Depressive Psychosis - 1.2%
Schizophrenia - 12%

Kang'ethe (1988), did a study in a primary health care facility in a sub-urban township
in Nairobi. Atotal 0of303 children (164 boys, 139 girls) aged between 5-15 years were
examined. 20% o fthese children were found to have clinically significant and definable

psychiatric disorder.

The diagnoses were:

Neurotic disorder - 77%

Conduct disorder - 13%

Conduct disorders were considerably commoner in boys; malc:female ratio - 5:1;
whereas neurotic disorders were slightly commoner in girls M:F ratio 0.9:1 74% of
the neurotic children and 25% of those with conduct disorders presented with somatic
symptoms. In the psychosocial characteristics of the study population, it was found
that 11% of the boys, 23% of the girls with psychiatric morbidity belonged to one
parent families. The young parent was almost always the mother and the children were
less than 7 years old. All the patients in the sample were from a low social economic

background.
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Irungu (1993), did a comparative study of psychiatric morbidity in a rural (n = 164)
and an urban (n = 175) secondary school in Kenya. ‘llic age range of those studied

was 14-20 years. 'Hie CPM prevalence rates were 27.6% (rural) and 26.2% (urban).

The diagnosis were:

Rural Urban
Depression 38.8% 56.5%
Anxiety 11.1% 17.3%
Mixed dgnession/Anxiety 16.1% 26.2%
Psychosis 0.02% 0.0%
Seizure disorder 0.02% 0.0%

Mwangi S. (1996), did a study on the psychiatric morbidity among childreu in a
community based institution in Nairobi. The study group consisted of 78 children (37
males, 41 females), all between the age of 8-18 years. The CPM was 41%. The DSM-

IV diagnoses were as follows:

Depressive disorders not otherwise specified - 14.1%
Enuresis - 11.5%
Mental retardation - 3.8%
Generalised anxiety disorder - 3.8%
Stuttering - 2.6%
Conduct disorder - 2.6%
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Mwangi N. (1996), in a comparative study of psychiatric morbidity in a rural (n-144)
and urban (n=131) primary school pupils in Kenya found the CPM rales to be 26.4%
(rural) and 41.2% (urban).

Ibe 1CD-10 diagnoses were as follows:

Rural Urban
Neurotic, stress related & somatoform
disorders - 58% 66.7%
Mixed disorders of conduct & emotions - 13.2% 5.6%
Mental retardation - 10.5% 1.9%
Conduct disorders 7.9% 7.4%
Enuresis 7.9% 9.3%
Seizure disorder (Epilepsy) 2.6% 3.7%
Stuttering (speech disorder) 0.0% 5.6%
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CHAPTER THREE

THE AREA OF THE STUDY

1. THE NAIROBI JUVENILE COURT

The Nairobi Juvenile Court is the only permanent juvenile court in Kenya. In other
districts of Kenya, the usual courts are converted into juvenile courts whenever a need

arises.

The Nairobi Juvenile Court is situated in the city centre on St. John's Gate, off
Parliament road. The author could not establish how the court cainc to be situated in
its current location for there were no available records for this issue. The court
building is two storeyed and consists of a courtroom, a registry, two magistrate
chambers, offices for probation officers and children's officers, two cells (one for males
and one for females) and four toilets (one for the accused and three for the stafr

members).

This court is governed by the Children and Young Persons Act (CAP 141 Laws of
Kenya, 1963). Being a special court, the sitting ofjuvenile courts according to section

4 ofthe act is as detailed:

Section 4. A juvenile court shall sit in a different building or room, or on different
days, or at different times, from those in which sittings of courts other than juvenile
courts are held, and no person shall be present at any sitting of ajuvenile court except:-

(a) Members and officers ofthe court;

(b) Parties to the case before the court, their advocates and

witnesses and other persons directly concerned in the case;
(c) Parents or guardians ofany person brought before the court;
(d) Bonafide representatives of newspapers or news agencies;

(e) Such other persons as the court may specially authorise to be present.
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The court in Nairobi sits on every Mondays, Wednesdays and Fridays, except on

holidays.
2. PROCEEDINGS in the juvenile court

'Hie only major difference between juvenile courts and courts for adults is that entry of
public to the juvenile court is restricted according to section 4 of the Children and
Young Persons Act, Cap 141.
Also publications of juvenile cases is prohibited and words like conviction and
sentences are not used. Punishments are also different as no child under the age of 18
V\f/ears should be sent to prison except where the court is of the opinion that he cannot
be suitably dealt with in any other way permitted by law; and the court should duly
record such opinion and the reason thereofand that shall be subject to confirmation by

the High Court.
For that young person ordered to imprisonment, the warrant of committal should
clearly show that such a person is ajuvenile and should not be allowed to associate
with adult prisoners.

of Cases

lere are two group of cases and each group has a different register.

A) Children in need of protection and discipline and these arc brought by the
Children Department.

B) Criminal cases brought by the police to the courts through the Probation

Department. 'These are the children who commit offences and are charged by

die police.
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(A) prntectioii/Discipline Cases

A child or juvenile is in need of protection or discipline if lie is under any one of the

following (according to Section 22, Cap 141);

a) Who has no parent or guardian, or has been deserted by his parent or

guardian or is destitute or a vagrant.

0) Who can not be controlled by his parent or guardian.

c) Whose parent or guardian does not, or is unable or unfit, to exercise proper

care or guardianship.

d) Who is falling into bad association or is exposed to moral or physical

dangers.
e) Who is prevented from receiving compulsory education or is a habitual truant.
f) Who frequents any public bar or gambling house or who is found buying or

receiving or in possession ofany chug which is deemed to be dangerous or

habit forming.

Who is found begging or receiving or inducing the giving of alms whether

or not there is any pretence ofsinging or playing or performing.
jDisposaI of Protection and Discipline Cases

Powers of court in respect of children or juveniles in need of protection or discipline
(Section 25 Cap 141):



Ifthe court is satisfied that any child or juvenile or young person brought before it is in

need of protection or discipline the court may;

d)

f)

Order him to be returned to his parent or guardian.

Order his parent or guardian to execute a bond with or without sureties to

exercise proper care and guardianship.

Commit him to the care ofa fit person, whether a relative ofthe child or

juvenile or not, or an approved society willing to undertake his care.

Commit him to the care ofthe appointed local authority, approved society

or approved voluntary institution willing to undertake his care.
Make an order placing him for a specified period not exceeding three years
under the supervision of an approved officer, an inspector ofthe children

officer, or some other person appointed for the purpose by the court.

Commit him to an approved school.

(B) Criminal Cases

These include:

a)

b)

Vagrants - Who in the real sense are not criminals but arc charged as such
according to the VVagrancy Act of 1968. |lowever the Vagrancy Act was
abolished by tlie Seventh Parliament ofthe Republic of Kenya.

Thefts

Assault

Drug possession and trafficking
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pjgpnsal of criminal offenders (Section 17 Cap 141):

a) By unconditional discharge of the offender.

)] By discharging the offender on his entering into a recognisance with or

without sureties.

C) By making a probation order against the offender under the provision of

Probation Offenders Act.

d) By committing the offender to the care of a fit person, whether a relative or
not, or an approved society or approved volunteer institution, willing to

undertake his care.

e) Ifthe offender is under sixteen years of age, by ordering him to be sent to

an approved school suitable to his needs and attainment.

0 By ordering the offender to undergo coiporal punishment.
g) By ordering the offender to pay a compensation or costs.
h) By ordering the parent or guardian and the offender to give security for his

good behaviour.

i) By ordering him to be imprisoned subject to confirmation by the high
court.
j) By ordering or sending one to a borstal institution ifover 15 years.

It should be noted that under Section 14 of the Penal Code a person under the age of
eight years is not criminally responsible for the act or omission and that a person under

the age of twelve years is presumed to be incapable of having carnal knowledge.
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Probation oflicers and Children's Officers:

The functions ofa Probation Officer are;

a) To conduct social investigations on offenders e.g family background, past
experience, formal education, employment and occupation, health, circumstances of
offence and attitude towards offence.

b) To rehabilitate those offenders placed on probation.

The function of a Children's Officer are similar to the ones of the probation officer
except that the probation officer deals with criminal offenders whereas the children's

officers deal with cases requiring discipline and protection.

Section 18 (Cap 141) of The Children and Young Persons Act States "If it appears to
the court on the evidence of a medical practitioner that a child or young person,
although not of unsound mind, requires or may benefit from mental treatment, the
court when making a probation order against him, may require him to undergo mental
treatment at the hands or under the direction of a medical practitioner for a period not
exceeding twelve months, subject to review by the court, as a condition of the

probation order”.
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CHAPTER FOUR

METHODOLOGY
' aims AND OBJECTIVES

(i) To study the sociodemographic characteristic ofthe children and young persons

appearing in the Nairobi Juvenile court.

(if) To study the prevalence and pattern of psychiatric disorders among children and

young persons appearing in the Nairobi Juvenile court over a period of one month.

(iii) To assess the accuracy in the recognition of psychiatric morbidity among the
children and young persons by the probation ofTicers and children's officers

attached to the juvenile court.

(iv) To look into the level of recidivism plus associated factors among the children and

young persons appearing in the juvenile court.

(v) To find out the general physical health ofthe children and young persons

appearing in the juvenile court.

(vi) To make recommendations so as to improve the recognition and disposal ofthe

juvenile court cases who may have psychiatric morbidity.

2. HYPOTHESIS

(i) NULL HYPOTIIESIS - lliere is no prevalence of psychiatric morbidity among

children and young persons appearing in the Nairobi juvenile court.
(i) ALTERNATIVE 11YPOTI IESIS - lliere is a significant amount of psychiatric

morbidity among children and young persons appearing in the Nairobi juvenile

court.
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3. INCLUSION CRITERIA

Children and young persons between the age of 8 and 18 years who were brought to

the juvenile court during the period of study.

4. EXCLUSION criteria

(i) All children below the age of8 years and above 18 years.

(if) Children who are severely physically ill.

(iii) Children not known by the court officers well enough to assist in the

assessment (RQC).

5 INSTRUMENTS

(i) A questionnaire interview designed by the researcher to obtain sociodemographic

data.

(if) A substance use questionnaire designed by the author to screen for substance use.

(iii) Reporting questionnaire for children (RQC).

(iv) Follow-up Interview for Children (FIC).

6. PROCEDURE

(0 Authority to conduct research was obtained from the Office ofthe President.

0" As all the children and yoiuig persons in this study were below the age of 18 years,

consent for interviewing them was requested from the Office ofthe President.
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(ii)) The relevant protocol through the Permanent Secrctaiy, Ministry of Home Affairs,
the Registrar of Courts, the Director of Children's Department and the Director of

Probation was followed to enable the researcher

(a) to be present inthe juvenile court.

(b) to be assisted by the probation officers and children's officers.

(iv) The researcher was assisted by a probation officer and a children’s officer while

interviewing the children and young persons.

(v) In criminal offenders, every third child or young person who appeared on the

court register dining the study peiiod was interviewed and designated as Group 1.

(vi) All children and young persons appearing in the court for protection and discipline

during the study period were interviewed and designated as Group If.

(vii) A sociodemographic and substance use questionnaire was first administered,
followed by the Reporting Questionnaire for Children (R.Q.C.). The latter was to
screen for psychiatric morbidity. Children scoring one or more than one positive
answers (RQC positive) were subjected to the second stage of screening; the
Follow-up Interview for Children (F.1.C.). Psychiatric diagnosis was assigned

according to the ICD-10.

(viii) Data analysis was done by a computer using the SPSS version and a probability

value ofequal or less than 0.05 (P < 0.05) was taken to be statistically significant.
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7 yinw CIIAKI FOR THE STUDY

ALL CI ILDREN AND YOUNG PERSONS
APPEARING IN THE JUVENILE COURT

In case of criminal offenders -
Random sample fromjuvenile
court register (every third child

or young person).
(Group 1)

\ /

Sociodemographic and Substance Use Questionnaire

jskl
Reporting Questionnaire for Children (RQC)

Q.C. Negative R.Q.C. Positive
N/
NPM PM
F.I.C.

ICD-10 DIAGNOSIS

DATA ANALYSIS



CHAPTER FIVE

RESULTS

1 PSYCHIATRIC MORBIDITY (Table 2)

I tliis study a CPM 040 out of 90 (44.4%) children and young persons was obtained.
Among those with PM, 26 (65%) were males and 14 (35%) were females.

Sample size - Group | = 60 males - 45 females - 15
M:F - 31
- Group Il - 30 males - 19 females - I
M:F - 171
N - 90 males - 64 females - 26
M:F - 251

Miswith PM. - (a) group I - 17(28.9%)
(b) group 1l - 9 (30%)
Famdeswith P.M. - (a) group | - 6(10%)
- (b) group Il - 8(26.6%)
Ofthe P.M. samples - Group | M:F - 31

- Group Il M:F - 111
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2 cnri0O-PEMOGRAPHIC FACTORS (Table 1)

Children and yoiuig persons included in this study were all between 8-18 years. The
total sample size was 90. Those in the age group <12 years were 26 (28.7%), 13-15
years were 47 (52.2%) and 16-18 years were 17(18.9%).

In the age group <12 years, PM was found in 10 out of the 90 children (11.1%)
and comprised 5 (8.5%) males and 2 (3.4%) females of the 60 children in group 1

KE

whereas 2 (6.7%) males and 1 (3.3%) female were from group Il consisting of 30

children.

In the age group 13-15 years, PM was found in 20 out ofthe total 90 children (22.2%)
and comprised of 8 (13.6%) males and 2 (3.4%) females ofthe 60 children in group |
whereas 4 (13.3%) males and 6 (20%) females were part ofthe 30 children in group B

In the age group 16-18 years, PM was found in 10 out ofthe total 90 children (11.1%)
and comprised of 4 (6.8%) males and 2 (3.4%) females of the 60 children in group |

whereas 3 (10%) males and 1(3.3%) female came from the 30 children in group II.

3. STATISTICALLY SIGNIFICANT FINDINGS

Findings were statistically significant for crude substance use versus sex.

4. STATISTICALLY NON-SIGNIFICANT HNDINGS

Findings were statistically non-significant among age versus PM/NPM, level of
education versus PM/NPM, appearances in court versus PM/NPM, parentage versus

PM/NPM, number of siblings versus PM/NPM and occupation of caregiver versus
PM/NPM.
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GROUP

1AGE IN COUNOT GROUP |
YEARS  ROW e PM NPM PM
TOTAL % M F M F M F
<12 5 2 5 4 2 1
19 7.6 19 14.2 7.6 3.8
29.5 33.8 18 44.4 22.2 12.5
5.6 2.2 5.6 4.4 2.2 1.1
13 - 15 8 2 18 4 4 6
17.6 4.4 39.6 8.8 8.8 13.2
47.2 33.8 64.8 444 44 .4 75
8.9 2.2 19.9 4.4 4.4 6.7
16 - 18 4 2 5 1 3 1
23.6 11.8 29.5 5.9 17.7 59
23.6 33.8 18.0 11.1 33.3 12.5
4.4 2.2 5.6 1.1 3.3 11
TOTAL 17 6 28 9 9 8
as % (6. (Gl.1% A% (@10 (B-%)
Group I + Group Il - X2 =18_46 DF = 10 P = 0.116 NS
Group I - X2 =144 DF = 10 P = 0.158 NS
Group Il - X2=17.4 DF = 6 P = 0.286 NS
1. Findings statistically not significant
2. Children (<12 years) were 28.7%
3. Adolescents (13-18 years) were 71.3%
4. Crude mean age (@ll children) = 13.7 years
5. Crude mean age for all males = 13.8 years
6. Crude mean age for all females = 13.7 years
7. Mean age of males with PM =13.4 years
8. Mean age of females with PM =13.4 years
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3: CRUDE SUBSTANCE USE VS._-SgX

nr sex COUNT YES NO TOTAL
ROW %
COLUMN %
TOTAL %
MALES 33 31
51.1 48_4
84.6 60.8 64
36.7 34.4 (71.1%)
FEMALES 6 20
23.1 76.9
15.4 39.2 26
6.7 22.2 (28.9M%)
TOTAL 39 51 90
(43.3%) (56.7%) (100%)
X2 =6.11 DF = 2 P = 0.0134 SS

1. Findings statistically significant.

2. Crude substance use was 43.3%.

3. Substance use among males was 51.1%

4. Substance use among females was 23.1%

5. Male substance use rate of the study sample was 36.7%

6. Female substance use rate of the study sample was 6.7%
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ICD-10 DIAGNOSIS COUNT SUBSTANCE USERS TOTAL
CODE ROW %

JdIVN 40 ALISH3IAAlI —

GROUP 1 GROUP 11
TOTAL % M E M =
Fo1 CONDUCT DISORDERS 7 2 5 2
43_.8 12.5 31.3 12.5
28 66.7 62.5 66.7 16
18 5.2 13 5.2 (41.6%)
Fo2 MIXED DISORDERS OF 2 0 2 1
CONDUCT AND EMOTIONS 40 0.0 40 20
8 0.0 25 33.3 5
5.2 0.0 5.2 2.6 (13.0%)
F30-F39 MOOD DISORDERS 3 0 0 0
100 0.0 0.0 0.0
12 0.0 0.0 0.0 3
7.7 0.0 0.0 0.0 (7.7%)
F-90 HYPERKINETIC DISORDER 1 0 0 0
100 0.0 0.0 0.0
4 0.0 0.0 0.0 1
2.6 0.0 0.0 0.0 (2.6%)
F-93 EMOTIONAL DISORDERS 0 0 0 0
WITH ONSET SPECIFIC 0.0 0.0 0.0 0.0
TO CHILDHOOD 0.0 0.0 0.0 0.0 0
0.0 0.0 0.0 0.0 (0.0%)
NIL NIL 12 1 1 0
85.2 7.1 7.1 0.0
48 33.3 12.5 0.0 14
31.2 2.6 2.6 0.0 (36.4%)
TOTAL 25 3 8 3 39
(64%) (7.7%) (20.6%) (7.7%) (100%)
Of the substance users 63 had PM and 36.41 had NPM. Of the total substance users; 84.6% were

males and 15.4% females. 35
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"SUBSTANCE GROUP 1 GROUP 11 SUMMED
FREQ.
PM NPM PM NPM
M F M F M F M F
NICOTINE 8 0 11 1 6 2 1 0 29
INHALANTS 9 2 4 1 2 0 1 0 19
CANNABIS 2 0 1 0 3 1 1 0 8
ALCOHOL 2 0 0 0 2 2 0 0
KHAT 2 0 1 0 1 1 0 0
SEDATIVES 1 0 0 0 2 0 0 0 3
TOTAL 24 2 17 2 16 6 3 0 70
1. The crude race of substance use in this study was found to be 43.3%. (Table 3)

2. A total of 70 patterns of substance use among the users were noted.

3. Statistical analysis of substance use vs PM was not done due to
high number of zero scores.

4. Multiple drug use is also evident from the table.



»* V'R +*4 s OF STJgSTAWCE USED

I1CD-10 DIAGNOSIS GROUP 1 GROUP 11
CODE TOTAL
ALC KHA CAN VH NIC SED ALC KHA CAN VH NIC SED
FI1 CONDUCT 1 2 1 6 5 0 2 0 2 2 5 1 27
DISORDERS
F92 MIXED 1 0 1 1 2 1 2 2 2 0 3 1 16

DISORDERS OF
CONDUCT AND
EMOT IONS

F30-F39 MOOD 0 0 0 3 1 0 0 0 0 0 0 0 4
DISORDERS

F90 HYPERKINETIC O 0 0 1 0 0 0 0 0 0 0 0 1
DISORDER

FO3 EMOT IONAL 0 0 0 0 0 0 0 0 0 0 0 0 0
DISORDERS
WITH ONSET
SPECIFIC TO
CHILDHOOD

TOTAL 2 2 2 11 8 1 4 2 4 2 8 2 48

1. Statistical analysis was not done due to the high number of zeros.

2. Multiple substance use is evident.
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JAGE AT GROUP 1 GROUP 11

FIRST SUMMED
UsE NIC VH CAN ALC KHA SED NIC VH CAN ALC KHA SED  FREQ.

9 - 10 O 0 0 0 0 0 1 1 1 0 0 0 3

11 - 12 3 6 0 0 0 1 1 0 0 0 0 0 11

13 - 14 8 6 0 0 0 0 3 2 1 0 0 0 20

15 - 16 6 3 1 2 2 0 2 0 1 2 1 0 20

17 - 18 3 1 2 0 1 0 2 0 2 2 1 2 16
TOTAL 20 16 3 2 3 1 9 3 5 4 2 2 70

1. Substance use starts at a younger age (9-10 years) in group Il as compared to group |1
(11-12 years).

2. Nicotine, volatile hydrocarbons and cannabis are the drugs of choice for first use iIn group Il
3. Volatile hydrocarbons, nicotine and sedatives are the drugs of choice for first use in group I.
4. The peak drug initiation age was noted as 13-16 years in both groups.

5. Statistical analysis was not done due to the high number of zeros.
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#DEVIANT BEHAVIOUR GROUP 1 GROUP 11

1 PM NPM PM NPM FREQ.
M F M F M F M F

LEFT SCHOOL 16 6 24 7 6 4 9 3 75
SUBSTANCE USE 13 2 2 1 7 3 1 0 39
RUNNING AWAY FROM HOME 16 2 6 2 3 2 0 0 31
BEGGING 10 3 15 2 0 0 0 0 30
PROBLEMS WITH PARENTS 7 3 2 0 4 5 1 0 22
STEALING/THEFTS/ROBBERIES 5 0 5 0 0 0 0 0 10
PROBLEMS WITH PEERS 5 0 2 0 0 1 1 0 9
PROBLEMS WITH TEACHERS 1 0 1 0 2 1 0 0 5
PROBLEMS WITH MEMBERS OF PUBLIC 0 3 0 1 0 1 0 0 5
PROBLEMS WITH POLICE/ADMINISTRATION 1 0 2 0 0 0 0 0 3
PROBLEMS WITH SIBLINGS 0 0 0 1 1 0 0 0 2
SEXUAL ABUSER (RAPIST) 1 0 0 0 0 0 0 0 1
POSSESSION OF DRUGS 0 0 3 0 0 0 0 0 3
SEXUALLY ACTIVE 2 2 0 1 1 0 0 0 6
SUICIDE ATTEMPT 0 1 0 0 0 1 0 0 2
TOTAL 77 22 72 15 24 18 2 3 243

Due to the large number of zeros, statistical significance was not evaluated.
The table shows multiple deviant behaviours.
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i

LEVEL OF ' COUNT GROUP | GROUP 11
EDUCATION ROW %

COLUMN % PM NPM PM NPM
TOTAL % M F M F M F M F
NIL 4 3 5 4 3 5 0 0
16.7 12.5 20.6 16.7 12.5 20.9 0.0 0.0
23.6 50.0 17.4 44 .4 33.3 62.5 0.0 0.0
4.4 3.3 5.6 4.4 3.3 5.6 0.0 0.0
Std 1-4 6 1 8 1 3 1 8 2
19.9 3.3 26.6 3.3 10.0 3.3 26.6 6.7
35.4 16.7 27.8 11.1 33.3 12.5 80.0 66.7
6.7 1.1 8.9 1.1 3.3 1.1 8.9 2.2
Std 5-8 7 2 15 4 1 1 1 1
21.8 6.2 46.8 12.5 3.1 3.1 3.1 3.1
41.3 33.4 52.1 44 .4 11.1 12.5 10.0 33.3
7.8 2.2 16.7 4.4 1.1 1.1 1.1 1.1
Form 1-2 0 0 0 0 0 1 1 0
0.0 0.0 0.0 0.0 0.0 50.0 50.0 0.0
0.0 0.0 0.0 0.0 0.0 12.5 10.0 0.0
0.0 0.0 0.0 0.0 0.0 1.1 1.1 0.0
Form 3-4 0 0 0 0 2 0 0 0
0.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0
0.0 0.0 0.0 0.0 22.2 0.0 0.0 0.0
0.0 0.0 0.0 0.0 2.2 0.0 0.0 0.0
TOTAL 17 6 28 9 9 8 10 3
(18.9%) (6.7%) (31.1%) (10.0%) (10.0%) (8.9%) (11.1%) (3.3%)

Statistical analysis was not done due to the high number of zeros.

. 23.6% males and 50% females with PM in group 1| had no education.

33.3% males and 62.5% females with PM in group 1l had no education.

40

Only 4.4% had been to secondary school. 50% of these had dropped out of school by Form 2.

TOTAL

24
(26.6%)

30
(33.3%)

32
(35.5%)

2
(2.2%)

2
(2.2%)

90
(100%)



TABES 1Q:

fREASONS

BEGGING

STEALING/THEFTS/ROBBERIES

UNFIT CAREGIVER

DESTITUTE

INDISCIPLINE

REFUSAL TO GO TO SCHOOL

BAD ASSOCIATIONS

POSSESSION OF
PSYCHOACTIVE SUBSTANCE

TRESSPASSING
CAUSING GREVIOUS HARM
POSSESSION OF AN

OFFENSIVE WEAPON
SEXUAL ABUSER

TOTAL

13
(14.4%)

12
(13.3%)
1
(1.1%)
3
(3.3%)

2
2.2%)

1
(1.1%)
5

(5.6%)

3
(3.30)

2
-2%)

1
(1.1%)
1
(1.1%)
1
(1.1%)

45
( sSNV>

REASOWS FOR BKING BROUGHT TO THE NAIROBI

GROUP 1

3
(3.3%)

3
(3.3%

1
(1.1%)

6
(6.7%

0
(0.0%)

1
(1.1%)

1
(1.1%)

0
(0.0%)

0
(0.0%)

0
(0-0%)

0
(0.0%)

0
(0-0%)

15
(b3

JUVENILE COtJTRT

0
(0-0%)

0
(0.0%)

8
(8.9%)

0
(0-0%)

.
(7.8%)

3
(3-3%)

1
(1.1%)

0
(0.0%)

0
(0.0%)

0
(0-0%)

0
(0-0%)

0
(0.0%)

19
101 1

GROUP 11

0
(0.0%)

0
(0.0%)

4
(4.4%)

3
(3.3%)

2
(2.2%)

2
2-2%)

0
(0.0%)

0
(0.0%)

0
(0.0%)

0
(0.0%)

0
(0-0%)

0
(0.0%)

11

no

TOTAL

16
(17-8%)

15
(16.7%)

14
(15.-5%)

12
(13.3%)

11
(12-1%)

.
(7-8%)

.
(7.8%)

3
(3.3%)

2
(2-2%)

1
(1.1%)
1
(1.1%)
1
(1.1%)

0
nme=\



H/APPEARANCES  COUNT T GROUP 1 GROUP 11
IN COURT ROW %
COLUMN % PM NPM PM NPM
TOTAL %
M F M F M F M F
FIRST 11 6 18 9 9 8 10 3
15.4 8.4 25.2 12.6 12.6 11.2 14 4.2
64.9 100 62.5 100 100 100 100 100
12.2 6.7 19.9 10.0 10.0 8.9 11.1 3.3
SECOND OR 6 0 10 0 0 0 0 0
MORE 42.8 0.0 71.4 0.0 0.0 0.0 0.0 0.0
35.4 0.0 35.6 0.0 0.0 0.0 0.0 0.0
6.7 0.0 11.1 0.0 0.0 0.0 0.0 0.0
TOTAL 17 6 28 9 9 8 10 3
(18.9%) (6-7%) (31.1%) (10.0%) (10.0%) (B-9%) (11.1%) (3.-3%)
Group I + Group Il - X2 = 3.98; DF = 10; P = 0.948 NS
Group I - X2 = 4.45 DF =5 P = 0.487 NS
Group Il - Statistical analysis was not done due to the high number of zeros

1. Findings not statistically significant

2. 64.9% males and 100% females with PM from group
in the court

I appeared once

3. 100% males and 100% females with PM from group
in the court

Il appeared once

4. 35.4% males only with PM from group 1 appeared more than once in the court.

5. 35.6% males only from group I with NPM had appeared in the court twice or more.

6. In total

42“-

17.8% of the children and young persons aDDeared more than once in the court.

TOTAL

74
(82.2%)

16
(17.8%)

%0
(100%)



UsroucHT ur Hcount GROUP X GROUP 11 \

row %
BY COLUMN®% PM NPM PM NPM TOTAL
TOTAL % M F M F M F M F

BOTH 9 3 17 5 5 5 5 2
PARENTS 17.6 5.6 30.2 9.8 9.8 9.8 9.8 3.9

53.1 60.0 58.9 55.6 55.6 62.5 50.0 66.7 51

9.9 3.3 18.9 5.6 5.6 5.6 5.6 2.2 (56.6%)
MOTHER 1 2 9 1 3 1 5 1
ONLY 4.4 8.8 39.4 4.4 13.1 4.4 21.9 4.4

5.9 33.4 31.2 11.1 33.3 12.5 50.0 33.3 23

1.1 2.2 10 1.1 3.3 1.1 5.5 1.1 (25.5%)
FATHER 1 0 0 1 0 1 0 0
ONLY 33.3 0.0 0.0 33.3 0.0 33.3 0.0 0.0

5.9 0.0 0.0 1.1 0.0 12.5 0.0 0.0 3

1.1 0.0 0.0 1.1 0.0 1.1 0.0 0.0 (3.3%)
OTHER 6 1 2 2 1 1 0 0
CAREGIVERS 46.2 7.7 15.4 15.4 7.7 7.7 0.0 0.0

35.4 16.7 33.2 22.2 11.1 12.5 0.0 0.0 13

6.7 1.1 2.2 2.2 1.1 1.1 0.0 0.0 (14.4%)
TOTAL 17 6 28 9 9 8 10 3 90

(18.9%)  (6.7%)  (31.1%)  (10.0%)  (10.0%)  (8-9%)  (11.1%)  (3-33%)  (100%)
Group I + Group Il - X' = 21.86; DF = 15; P = 0.117 NS

Group 1 - X2 =13.7 DF = 15 P = 0.551 NS
Group 1l - Statistical analysis was not done due to the high number of zeros
1. The crude PM rate was 44.4%. 2. 15.5% of males with PM were brought up by both parents

3. 8.9% of females with PM were brought up by both parents.
4. 4.4% of males with PM were brought up by mother only.
5 3.3% of females with PM were brought up by mother only.
6. 7.8% of males with PM were brought up by other caregivers.
7. 2.2% of females with PM were brought up by other caregivers.
8. 56.6% of the children were brought up by both parents.
9. Single mother parenting was 25.5% and single father parenting was 3.3%.
10. Other caregiver parenting was 14.4%.
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jtyywL

COUNT BROUGHT UP BY
CODE ROW %
COLUMN % BOTH PARENTS MOTHER ONLY FATHER ONLY  OTHER CAREGIVER TOTAL
TOTAL %
M F M F M F M F
Fo1 CONDUCT DISORDER 7 2 3 2 0 0 3 1
39.2 11.2 16.8 11.2 0.0 0.0 16.8 5.6
50 28.4 42.6 100 0.0 0.0 60 33.3 18
17.5 5 7.5 5 0.0 0.0 7.5 2.5 (45%)
F92 MIXED DISORDERS OF 2 1 4 0 0 0 0 1
CONDUCT AND EMOTION 25 12.5 50 0.0 0.0 0.0 0.0 12.5
14.2 14.2 56.8 0.0 0.0 0.0 0.0 33.3 8
5 2.5 10 0.0 0.0 0.0 0.0 2.5 (20%)
Fo3 EMOTIONAL DISORDERS 2 4 0 0 0 1 0 1
WITH ONSET SPECIFIC TO 25 50 0.0 0.0 0.0 12.5 0.0 12.5
CHILDHOOD 14.2 56.8 0.0 0.0 0.0 50 0.0 33.3 8
5 10 0.0 0.0 0.0 2.5 0.0 2.5 (20%)
F30-F39  MOOD DISORDER 2 0 0 0 0 1 2 0
40 0.0 0.0 0.0 0.0 20 40 0.0
14.2 0.0 0.0 0.0 0.0 50 40 0.0 5
5 0.0 0.0 0.0 0.0 2.5 5 0.0 (12.5%)
F90 HYPERKINETIC DISORDER 1 0 0 0 0 0 0 0
100 0.0 0.0 0.0 0.0 0.0 0.0 0.0
7.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1
2.5 0.0 0.0 0.0 0.0 0.0 0.0 0.0 (2.5%)
TOTAL 14 7 7 2 0 2 5 3 40

(35%) (17.5%) (17.5%) GD O G (12.5%) (7.5%) (100%)

Statistical analysis was not done due to the high number of zeros.
35% males and 17.5% females with PM were brought up by both parents.

17.5% males and 5% females with PM were brought up by mother only.

5% females with PM were brought up by father only.
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NUMBER COUNT GROUP 1

OF ROW %
SIBLINGS COLUMN % PM NPM
TOTAL % M = M F M
Equal or 10 2 16 4 7
less 19.3 3.9 30.9 7.7 13.5
than 4 59 33.6 57.6 44 _4 77.7
11.1 2.2 17.8 4.4 7.7
5-8 7 4 10 4 1
21.7 12.4 31 12.4 3.1
41.3 67.2 36 44 .4 11.1
7.7 4.4 11.1 4.4 4.4
9-12 0 0 2 1 1
0.0 0.0 3.4 1.7 1.7
0.0 0.0 7.2 11.1 11.1
0.0 0.0 2.2 1.1 1.1
TOTAL 17 6 28 9 9
(18.9%) (6.7%) (31.1%) (10%) (10%)
Group I + Group Il - X2 =9.91 DF =10 P =0.45 NS
Group I - X2 = 4.23 DF = 10 P =0.936 NS
Group Il - X2= 12.82 DF = 6 P =0.046 SS

Findings statistically significant for Group II.
2. 57.7% of the studysample had < 4siblings.
35.5% of the study sample had5-8 siblings.
4. 6.7% of the study sample had 9-12 siblings.

~ 0

11.6
60
6.6

2
6.2
20
2.2

2
3.4
20
2.2

10

(11.1%)

1.9
33.3
1.1

AW OO0O0OO

3.3%)

TOTAL

52
(57.7%)

32
(35.5%)

6
(6.7%)

9
(100%)



OCCUPATION COUNT GROUP 1 GROUP 11

OF RON %
CAREGIVER  COLUMN % PM NPM PM NPM TOTAL
TOTAL % M F M F M F M F
Employed 13 4 21 5 9 7 10 2
18.9 5.8 30.5 7.3 13 10.2 14.5 2.9
76.7 67.2 75.6 55.5 100 87.5 100 66.7 71
14.4 4.4 23.3 5.5 10 7.8 11.1 2.2 (78.9%)
Unemployed 1 1 1 3 0 1 0 1
12.5 12.5 12.5 27.5 0.0 12.5 0.0 12.5
5.9 16.8 3.6 33.3 0.0 12.5 0.0 33.3 8
1.1 1.1 1.1 3.3 0.0 1.1 0.0 1.1 (8-9%)
Don"t Know 3 1 6 1 0 0 0 0
29.7 9.9 59.4 9.9 0.0 0.0 0.0 0.0
17.7 16.8 21.6 11.1 0.0 0.0 0.0 0.0 11
3.3 1.1 6.6 1.1 0.0 0.0 0.0 0.0 (12.2%)
Total 17 6 28 9 9 8 10 3 90
(18.9%) G6.7%) (C1.1%) (@A) ) 6.9 A1.1%) ((G.3%) (100%)
Group I + Group Il - X2=2.8 DF =10 P =0.984 NS
Group 1 - X2 = 5.17 DF =10 P = 0.88 NS
Group Il - Statistical analysis was not done due to the high number of zeros.
1. PM was found to be 28.9% and 53.3% for group I and 1l respectively, whereby the caregivers were
employed.
2. PM was found to be 3.4% and 3.3% for group 1 and 1l respectively, whereby the caregivers were
unemployed3

3. PM was found to be 6.8% for group 1 whereby the occupation of the caregivers was not known.
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CHAPTER SIX

DISCUSSION
1 LIMITATIONS

During the course of the study, the Vagrancy Act was scrapped by the Seventh
Parliament of the Republic of Kenya leading to fewer children being arrested by the
police under other statutes. Hence few children were brought to the juvenile court by
the police and the probation department. This forced the author to extend the duration
for data collection from one month to four months in order to get adequate number of

children to include in the study.

Although the author is fluent in English and Kiswahili, some of the children and young
persons did not understand either of the languages. These were excluded from the
study. Since the parents or other caregivers ofthe children and young pesons were not
available, the RQC was administered with the assistance ofthe probation and children’s

officers.

2. PREVALENCE OF PSYCHIATRIC MORBIDITY
ICD-10 DIAGNOSIS

This study consisted of 90 children and yoiuig persons, formed of 60 offenders (Group
I) and 30 others (Group I1) in need of discipline and protection. It was found that 40
out of the 90, (44.4%), children and young persons in the whole sample had a
psychiatric diagnosis. These 40 consisted of 26 (65%) males and 14 (35%) females.
Ofthese forty, 23 (57.5%) were from group land 17 (42.5%) were from group II.
Ofthe 23 from group I, 17 (74%) were males and 6 (26%) were females.

Ofthe 17 from group 11, 9 (52.8%) were males and 8 (47.2%) females ( fables 1,2).

The CPM prevalance rale in this study (44.4%) was much higher than in other findings
by researchers such as Gatangi (1987), Kang’ethe (1988), Mwangi S. (1996) and
Mwangi N. (1996) in the Kenyan settings.
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Ljjjool wliicli would have strict rules and regulations.

In a study of 303 children (164 boys, 139 girls) aged between 5-15 years, attending a
Igniary health care facility in a suburban township in Nairobi, Kang’ethe (1988) found

a prevalence rate of20% using the RQC and FIC.

angi S. (1996) in a study among 78 children (37 males, 41 females) aged between
8-18 years, in a community based institution in Nairobi found a PM prevalence rate of

IF41% using the RQC and FIC.

fMwangi N. (1996) in a comparative study ofpsychiatric morbidity in rural

[j(n = 144) and urban (n = 131) primary school pupils in Kenya found the crude PM
;to be 26.4% (rural) and 41.2% (urban) using the RQC and FIC.

le (1974, 1975) found that 18-24% psychiatric morbidity was present among

udan primary school children.

study and the study by Mwangi S. (1996), show similarities in prevalence of
hiatric morbidity, being 44.4% and 41% respectively. Tins could be due to the
larity of the sample population studied in both groups in terms of age, socio-

lomic factors, rearing patterns, low education levels and substance use.

' 0) Conduct Disorders

Out of the total sample of 90 children, 18 (20%) had conduct disorders and were
composed of 13 (14.4%) males and 5 (5.6%) females. Out of these eighteen, 10
(55.6%) were from group 1 and 8 (44.4%) from group II.

Ofthe 10 from group I, 8 (80%) were males and 2 (20%) females.

Ofthe 8 from group 11, 5(62.5%) were males and 3 (37.5%) females.

Ilie cmde M:F ratio for conduct disorders was 2.6:1(group |, 4:1; group I, 17:1).
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This shows that conduct disorders are more common in males than females in both

groups but more so among males ofgroup I.

Kang’ethe (1988) found a prevalence rate of 2.6% for conduct disorders and a

male:female ratio of5:1.

Mwangi N. (1996) in a comparative study of psychiatric morbidity in a rural (n = 144)
and an urban (n =131) primary school students in Kenya found a prevalence rate of
7.9% and 7.4% respectively for conduct disorders. The cmde male:female ratio for

conduct disorders was 5:1.

Mwangi S. (1996) reported a prevalence rate of 2.6% for conduct disorder and a

male:female ratio of 1:1 in her study.

Gatangi (1987) did not document any conduct disorders in his study.

Rales for conduct disorders among children from other African countries have been
reported as follows; from Ghana, Adamako (1973) reported rates of 3%, from Nigeria,
Izuora (1970) rqgiorted 5.5% while Olaluwura and Odejide(198l) reported 10%; from
Uganda Minde(1975) rgiorted rates 14%.

Inthe Isle of Wight study, Rutter et al (1970), nearly two thirds ofthe 10-11 year olds
with psychiatric disorders were found to have conduct disorders. Including the
children with rawed neurotic and conduct disorders, the prevalence of conduct problem

was 4%.
Tlie differences in die prevalences of conduct disorders from different studies may be

accounted for by die differences in research methodology, differences in the sample

studied and socio-cultural factors in the respective studies.
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(if) Mixed Disorders of Conduct and Emotions

Out of the total sample of 90 children, 8 (8.9%) had mixed disorders of conduct and
emotions and were composed of 6 (6.7%) males and 2 (2.2%) females.  Out of these
eight, 3 (37.5%) were from group | and 5 (62.5%) from group |I.

From group |, all 3 (100%) were males.

Ofthe 5 from group 11, 3 (60%) were males and 2 (40%) females.

Hie crude male:feinale ratio for mixed disorders of conduct and emotions was 3:1

(group I, 3:0 and 1.5:1 for group II).

This suggests that mixed disorders of conduct and emotions arc more common in

males than females in both the groups.

Mwangi N. (1996) in his study reported 13.2% of pupils from a rural primary school
and 5.6% of pupils from an urban primary school with mixed disorders of conduct and

emotions.

Rutter et al (1970) reports that it is relatively common for children and adolescents
with deviant behaviour, and especially those with more widespread conduct disorders,
to show emotional disturbances.

He further states that the pattern of changing symptomatology between middle
childhood and adolescence may show a good deal of shift from conduct disorders to

mixed disorders.

(iii) Emotional Disorders with Onset Specific to Childhood

Out of a total sample of 90 children, 8 (8.9%) had emotional disorders with onset
specific to childhood and were composed 0f2 (2.2%) males and 6 (6.7%) females. Of
these eight. 4 (50%) were from group I and 4 (50%) were from group II.
Ofthe 4 from group I, one (25%) was a male and 3 (75%) were females.
Ofthe 4 from group Il, one (25%) was a male and 3 (75%) were females.
The male:female ratio being 1:3 for both groups. Hence emotional disorders with

onset specific to childhood were more common in females than males.
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rv) Mood Disorders

t of the total sample of 90 childreu, 5 (5.6%) had mood disorders and were

mposed of 4 (4.4%) males and 1 (1.1%) female. All these five children were from
-oup | and consisted of4 (80%) males and 1 (20%) female.

jjoiig the four males who suffered from mood disorders, 3 (75%) had features of
‘epression and 1 (25%) had hypomania. The only female with a mood disorder had

epression, a history of one suicide attempt and had been sexually molested twice.

wangi S. (1996) in her study found a prevalence rate of 14.1% for depressive

jrders not otherwise specified.
ithe Isle of Wight study, (Rutter et al, 1970), 13% of the children studied at the age
f 10 years showed depressed mood at interview, 17% failed to smile and 15% showed
oor emotional responses. At 14-15 years of age, over 40% reported feelings of
sry and depression, 20% described feelings of self depreciation, 7% reported
‘cidal feelings and 25% ideas of reference.
(v) Hyperkinetic Disorder

is disorder was found only in one male from group 1.

Rutter et al (1983) rgmrted a study among boys on probation, in Canada, suggesting

that those who were hyperactive tended to be more antisocial.
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3 SUBSTANCE USE

In this study only prevalence of psychoactive substance use was the factor assessed and
psychiatric morbidity due to psychoactive substance use was not assessed (Tables,

3,4,5 and 6).

Crude rate for substance use in this study was found to be 39 out ofthe total sample of
90, (43.3%), children and young persons. Ofthese thirty nine, 33 (85.8%) were males
and 6 (14.2%) were females.

lhc M:l; was 5.5:1.

Out of lire total 39 substance users, conduct disorders were found among 16 (41.6%);
mixed disorders of conduct and emotions among 5 (13.0%); mood disorders among 3
(7.7%); hyperkinetic disorder among 1(2.6%). Ofthe 39 substance users found in this
study, 14 (36.4%) had NPM (Table 4).

Using the W H O. Youth Survey Questionnaire, Wangari (1993) interviewed 952
nidary school students (males = 606, females = 346) from urban (n = 547) and rural
n =405). The drugs commonly used by study sample were found to be alcohol,

obacco, inhalants, cannabis, amphetamines, opiates and cocaine.

wangi S. (1996) found 46.2% ofthe children in her study to have used a substance

ut did not report on substance use and psychiatric comorbidity.

ofdie total sample of 90 children, 29 (32.2%) used nicotine and were composed of
(28.9%) males and 3 (3.3%) females. Out of these twenty nine, 20 (70%) were
11group I and 9 (30%) were from group |I.

Cfhe 20 from group 1, 19 (95%) were males and | (5%) female,
ftlie 9 from group I, 7 (77.8%) were males and 2 (22.2%) females.



The M:F was 8.5:1 (19:1 for group I and 3.5:1 for group Il). This shows that nicotine

use was a major problem among males in both the groups.

Nicotine use and psychiatric co-morbidity, in the total sample of 90, was found among
16 (17.6%) and were composed of 14 (15.5%) males and 2 (2.2%) females. Out of
these sixteen, 8 (50%) were from group | and 8 (50%) were from group II.

Ofthe 8 from group |, all were males.

Ofthe 8 from group 11, 6 (75%) were males and 2 (25%) females.

Tobacco use was reported by Wangari (1993) as 34% among urban and 42.5% among

rural secondary school students.

Mwangi S. (1996) reported 16.6% nicotine use in her study, this being about half of
the 32.2% reported in the present study.

(i) Volatile Hydrocarbons Use

This was the second most used substance. A total of 19 out of 90 (21.1%) used
volatile hydrocarbons and were composed of 16 (17.8%) males and 3 (3.3%) females.
Out ofthese nineteen, 16 (68.6%) were from group | and 6 (31.4%) from group H.
Ofthe 16 from group I, 13 (81.2%) were males while 3 (18.8%) were females.

Ofthe 3 from group Il, all were males.

VH use and psychiatric comorbidity, in the total sample of 90, was found among 13
(14.3%) and were composed of 11 (12.2%) males and 2 (2.2%) females. Out of these
thirteen, 11 (84.6%) were from group | and 2 (15.4%) were from group II.

Ofthe 11 from group I, 9 (81.8%) were males and 2 (18.2%) females.

Ofthe 2 from group Il, all were males.

V 11luse was reported by Wangari (1993) as 20% among urban and 27.5% among rural
secondary school students. Mwangi S. (1996) rqmrted 28.2% use of VH.
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The results reported by Wangari and Mwangi S. are nearly similar to the 21.1% use of

VH as found hi the present study.

(iii) Cannabis Use

This was the third most used substance. A total of 8 out of 90 (8.9%) used cannabis
and were composed of 7 (7.8%) males and 1(1.1%) female. Out of these eight, 3
(37.5%) were from group | and 5(62.5%) from group II.

Ofthe 3 from group I, all were males.

Ofthe 5 from group 1, 4 (80%) were males and 1(20%) female.

Cannabis use and psychiatric comorbidity, in the total sample of 90, was found among
6 (6.7%) and were composed of5 (5.6%) males and 1 (1.1%) female. Out of these
six, 2 (33.3%) were from group I and 4 (66.7%) from group II.

Ofthe 2 from group I, all were males.

Ofthe 4 from group Il, 3 (75%) were males and 1(25%) female.

Wangari (1993) rqgiorted cannabis use as 19% among urban and 12.5% among rural
secondary school students.
Mwangi S. (1996) reported 26.9% cannabis use. Ndetei et al (1997) reported 31.4%

cannabis use among children in die age group of 10-15 years.

The lower percentage, 8.9%, of cannabis use in the present study could be a result of
denial of use by die children, interviewed at the juvenile court, fearing more severe

punishment.

(iv) Alcohol Use

Atotal of 6 out 090 (6.7%) used alcohol and were composed of4 (4.4%) males and
2(2.2%) females. Out ofthese six, 2 (33.3%) were from group land 4 (66.7%) from
group L.

Ofthe 2 from group I, all were males.

Ofdie 4 from group I, 2 (50%) were males and 2 (50%) females.
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Psychiatric comorbidity was foiuid among all the alcohol users.

Alcohol use was rgmrted by Mvvangi S. as 2.6% but did not report any psychiatric

comorbidity.

(v) Kliat Use

Atotal of 5 out 0f90 (5.6%) used Khat and were composed of 4 (4.4%) males and 1
(1.1%) female. Of these five, 3 (60%) were from group | and 2 (40%) were from
group U.

Ofthe 3 from group |, all were males.

Ofthe 2 from group 1I, 1(50%) was a male and 1(50%) a female.

Kliat use and psychiatric comorbidity, in the total sample of 90, was found among 4
(4.4%) and were composed 0f3 (3.3%) males and 1(1.1%) female. Out of these four,
2(50%) were from group | and 2 (50%) were from group II.

Ofthe 2 from group I, all were males.

Ofthe 2 from group 1I, 1(50%) was a male and 1(50%) a female.

(vi) Sedatives Use

Atotal of 3 out of 90 (3.3%), used sedatives and were composed of | (1.7%) male

from group I and 2 (6.7%) males from group II.

All the 3 males showed psychiatric comorbidity. None of the females had used
sedatives from either ofthe groups.

Sedative use reported by Mwangi S. (1996) was 2.5%.
Mwangi S. (1996) found 46.2% of the children in her study to have used a substance.

The crude prevalence of substance use in Mwangi Susan's study and this study is

similar. This could be possible due to the similarity in the study population.
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In this study nicotine was found to have been used most followed by inhalants,
cannabis, alcohol, kliat and sedatives in group I. Among psychoactive substance users
in group 11, nicotine was found to have been used most followed by cannabis, alcohol,
inhalants, Kliat and sedatives. This difference in group specific pattern of psychoactive
substance use may be attributed to the availability of the substance and money for

purchase ofthe psychoactive substance.

Mwangi S. (1996) found inhalants to have been abused most followed by cannabis,
nicotine, alcohol and sedatives. Except for kliat, the types of substances used in
Mwangi S. study and this study are similar. Hie commonest drug of abuse in
Wangari’s (1993) study was alcohol followed by tobacco, inhalants, cannabis,

amphetamines, opiates and cocaine.

4 AGEAT FIRST USE OF ASUBSTANCE

The age of first use of a psychoactive substance in group Il in this study was in the age
range of 9-10 years; with nicotine, VH and cannabis as the substances of first choice.
In group | the age of first use of a psychoactive substance was in the range of 11-14
years with nicotine, V11 and sedatives as the substances of first choice. In the 10-16
year age range the incidence of substance use increased but still with nicotine, VII and
cannabis as the substances of choice in both groups. Age of first use of kliat and

alcohol ranged from 15-18 years in both groups (Table 7).

In a study by Ndetei et al (1997) the age of first diug use was in the age range of 0-9
years starting with volatile hydrocarbons and then cannabis. In the 10-15 year age
group, the incidence of drug use increased but still with volatile hydrocarbons and

cannabis as the drugs offirst choice.

From this study and the study by Ndetei et al it is evident that age of first ding use is
around 9 years and the commonest drugs used at this age are VII, nicotine and
cannabis.  Availability of the various substances could have played a major role in

determining which substances were used and by whom.
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Most ofthe users admitted experience with more than one substance.

5 DEVIANT BEHAVIOUR

A variety of deviant behaviours were reported in this study. 'Die common deviant
behaviours were premature leaving of school, substance use, running away from home,

begging, problems with parents, problems with peers and stealing, thefts and robberies.
(Table 8).

Deviant behaviour in terms of the children who had cither not been to school or had
left school without completing primary education, was found among 86 out of the 90
(95.5%) children (Table 9).

Drug use was found in 39 out 090 (43.3%) children.

Those who had run away from home were 31 out 0f90 (34.4%) and were composed
of 25 (27.6%) males and 6 (6.7%) females. I’'M was found among 16 (27.2%) males
and 2 (3.4%) females from group | and among 3 (10%) males and 2 (6.7%) females

from group 1.

In the study, 30 out ofthe 90 (33.3%) children, composed of 25 (27.6%) males and 5
(5.6%) females all from group |, confessed to have resorted to begging so as to earn a

living. I'M was found among 10 (17%) males and 3 (5%) females in this group.

Children claimed to have problems with their parents mainly in the form of physical
abuse by parents, inisiuiderstandings, very strict parents and non-caring parents. These
were 22 out 0f 90 (24.4%) and composed of 14 (15.4%) males and 8 (8.9%) females.
PM was found among 7 (11.9%) males and 3 (5%) females from group |.

From group I, I’'M was found among 4 (13.2%) males and 5 (16.6%) females.

Because parents were not interviewed in the study, their views concerning the children

were not known.
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Those found to have been involved in stealing, thefts or robberies were 10 out of 90
(11.1%) and consisted of inales only from group I. PM was found only among 5 males

from this group.

Chidren who had problems with peers mainly in the form of physical fights and
arguments were 9 out of 90 (10%) and composed of 8 (8.9%) males and 1 (1.1%)
female.

PM was found among 5 (8.5%) males, from group | and among 1 (3.3%) female from

group Il.

Children who had problems with their teachers stating that teachers disliked them and
found the children to be disobedient were 5 out of 90 (5.6%) and composed of 4
(4.4%) males and 1(1.1%) female. PM was found among | (1.7%) male from group
I. From group Il, PM was found among 2 (6.7%) males and 1(3.3%) female.

Those who had problems with members of the public mainly in the form of physical
fights and arguments were 5 out of 90 (5.6%), all being females. 'lhose with PM were

3(5%) from group land 1 (3.3%) from group II.

Children found to have had problems with law enforcement officers frequently, mainly
because of either being found begging or sleeping on the pavements of major streets of
Nairobi, were 3 out 0f90 (3.3%), all being males from group 1. Ofthese, only 1male

had PM.

Iliose noted to have had problems with their siblings in terms of physical fights on
regular basis were 2 out of 90 (2.2%) and were composed of 1 (1.1%) male from

group land 1(1.1%) female from group Il. Only the male from group 1Lhad PM.

Ihose arrested and brought to the juvenile court for being in possession of a

psychoactive substance were 3 males, all from group 1, and all had NPM.

One male from group I, with PM, was found to be a sexual abuser. lhose sexually

active were 6 out 0f90 (6.7%) and consisted of 2 (2.2%) males and 4 (4.4%) females.
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History of suicide attempt was reported by two females, one each from group | and

group Il and both bad PM.

None of the children volunteered information on being involved in commercial sexual

activities.

As only the children and young persons were interviewed in this study, and
corroborative history from parents or other caregivers was not available, the causes

leading to deviant behaviour were not explored.

Deviant behaviours among ex-street children reported by Ndetei et al (1997) were

problems with police (60%), with teachers (21.4%) and problems with peers and

parents (50%).

Fergusson et al (1997) reported deviant behaviour in the form of property ofTences
44.7% (damaging property, breaking into houses, stealing cars and shoplifting), violent
offences 15.5% (assault, fighting, cruelty to animals and using physical coercion) and

traf Tic offences 22.8%.

Deviant behaviours in the form of damaging property, stealing cars, cruelty to animals

and traffic offences do not seem to be a major problem in the study by Ndetei et al

(1997) and the present study.

In the Kauai longitudinal study (1954-1986) among a multi racial cohort of 698
children from birth in 1955 to 1986, Werner ( 1987) reported that by age 18 years, 10%
of the cohort had mental health problems. Fifteen percent (21% of males and 11%
females) had contacts with the family court as well. Among the delinquent acts were
second and first degree larceny; burglary; car theft; malicious injury; assault and
battery’; sexual misconduct; possession, sale and abuse of drugs; forgery artd repeated

acts oftruancy, running away from home, curfew violations aird unlawful hunting.
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6 LEVEL OF EDUCATION

Children and young persons appearing in the juvenile court with nil education were 24
out 0f 90 (26.6%). Out of the total sample of 90 children, 62 (68.8%) had primary

school education and only 4 (4.4%) had secondary school education (Table 9).
(i) Nil Education

Those who had no education were 24 out of 90 (26.6%) of whom 12 (13.3%) were
malesand 12 (13.3%) were females. Out of these twenty four, 16 (66.7%) were from
group land 8 (33.3%) from group II.

Ofdie 16 from group I, 9 (56.3%) were males and 7 (43.7%) females.

Ofdie 8 from group Il, 3 (37.7%) were males and 5 (62.5%) females.

Those with PM were 4 (6.7%) males and 3 (5.0%) females from group | whereas 3

(10%) males and 5 (16.7%) females were from group Il.

Mwangi S. (1996) in her study reported 75.6% to have attended school and 24.4% not

to have attended school.
(i) Education Level Std. 1-4

This comprised 30 out of 90 (33.3%) of whom 25 (27.8%) were males and 5 (5.6%)
females. Out ofthese thirty, 16 (53%) were from group | and 14 (47%) from group II.
Ofthe 16 from group |, 14 (87.5%) were males and 2 (12.5%) females.
Ofthe 14 from group Il, 11 (78.6%) were males and 3 (21.4%) females.
Those widi PM were 6 (10.0%) males and | (1.7%) female from group I and 3 (10%)

males and 1(3.3%) female from those in group Il.
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(i) Education Level Std. 5-8

This consisted of 32 out of 90 (35.5%) ofwhom 24 (26.6%) were males and 8 (8.9%)

ferales. Out of these thirty two, 28 (87.5%) were from group | and 4 (12.5%) were
fromgroup 1.

Ofthe 28 from group |, 22 (78.6%) were males and 6 (21.4%) females.

Ofthe 4 from group 11, 2 (50%) were males and 2 (50%) females.

Those with PM were 7 (11.9%) males and 2 (3.4%) females from group | and 1
(3.3%) male and 1(3.3%) female from those in group Il.

(iv) Education Level Form 1-2

This consisted of 2 out of the 90 (2.2%) children, all from group II, comprising |
(3.3%) male and 1(3.3%) female. Only 1(3.3%) female from this group had I'M.

(v) Education Level Fonn 3-4

This consisted 0f2(6.7%)males from group 1l and both had PM.

The results of Mwangi S. (1996) study and this study are nearly similar possibly

because the population studied in both studies was nearly similar.

7. APPEARANCES IN COURT

flic various reasons for which children and young persons were brought to the court
included begging, stealing/thefts/robberies, being brought up by unfit caregivers, being
adestitute, indiscipline, refusal to go to school, bad association with others, possession
of psychoactive substances, tresspassing, causing grevious harm to others, possession

of offensive weapons and for being a sexual abuser (Table 10).
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() first Appearance in Court (Table 11)

Atotal of 74 out of the 90 (82%) children had appeared in court for the first time and
consisted 0f 48 (53.3%) males and 26 (28.9%) females. Out ofthese seventy four, 44
(69%) were from group | and 30 (31%) from group II.

Ofthe 44 from group 1, 29 (66%) were males and 15 (34%) females.

Ofdie 30 from group I, 19 (62.7%) were males and 13 (37.3%) females.

PMwas detected among 34 out ofthe 90 (37.7%), consisting of 20 (22.2%) males and
14(15.5%) females. Out these thirty four, 17 (50%) were from group | and 17 (50%)
were from group 11

Ofthe 17 from group I, 11(64.7%) were males and 6 (35.3%) females.

Ofthe 17 from group 11, 9 (52.9%) were males and 8 (47.1%) females.

(i) Second or More Appearances in Court

Having appeared in the court more than once consisted of 16 out 0f90 (17.7%); all 16
(27.2%) being males from group 1. PM was found among 6 (10%) of the males from

this group.

It is evident from these findings that only children and young persons from group |

showed recidivism whereas those from group 1l appeared in the court only once.

As compared to the 17.7% recidivism in this study, Lugalla and Mbwambo (1995)
rg)orted 62% of the children to have been involved in confrontations with the police

more than once, however, it was not reported what percentage of the children were

taken to court.



8. PARENTAGE

Ofthe total sample of 90 children and young persons in this study, it was found that 51
(56.6%) of the children were brought up by both parents, 23 (25.5%) by mother only,
3(3.3%) by father only and 13 (14.4%) by other caregivers (Tables 12,13).

(i) Brought Up bv Both Parents

Those who were brought up by both parents were 51 out of 90 (56.6%) and consisted
0f36 (40%) males and 15 (16.7%) females. Ofthese fifty one, 34 (66.7%) were from
group | and 17 (33.3%) from group II.

Ofthe 34 from group |, 26 (78.8%) were malesand 8 (21.2%) females.

Ofthe 17 from group I, 10 (53%) were males and 7 (47%) females.

Those found with PM were 9 (15%) males and 3 (5%) females from group | and 5

(16.7%) males and 5 (16.7%) females were from group II.
(i) Brought Up bv Mother Only

Those who had been brought up by their mother only were 23 out of 90 (25.5%) of
whom 18 (19.9%) were males and 5 (5.5%) were females. Out ofthese twenty three,
13 (56.6%) were from group | and 10 (43.4%) from group II.

Ofthe 13 from group 1, 10 (76.9%) were males and 3 (23.1%) females.

Ofthe 10 from group 11, 8 (80%) were males and 2 (20%) females.

Those with PM were 1 (1.7%) male and 2 (3.4%) females from group | whereas 3

(10%) males and 1 (3.3%) female were from group Il
(iif) Brought Up by Father Only

Those brought up by their fathers only were 3 out of 90 (3.3%) of whom 1 (1.11%)

was a male and 2 (2.2%) females. Out of these three, 2 (66.7%) were from group 1

and 1(33.3%) was from group II.

Ofdie 2 from group I, 1(50%) was a male and 1(50%) a female.
From group II, was 1(100%) female only.
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Those with PM were 6 (10%) males and | (1.7%) female from group | whereas
1339 male and 1 (3.3%) female were from group II.

Mnangi S. (1996) in her study found 28.2% of the children to have been brought up
by both parents, 47.4% by mother only, 1.3% by father only and 23.1% by other

relatives.

(V) Drought Un by Other Caregivers

Those brought up by other caregivers were 13 out of 90 (14.4%) of whom 9
(20%) were males and 4 (4.4%) females. Ofthese thirteen, 11 (84.7%) were from
group land 2 (15.3%) were from group Il.

Oftlie 11 from group 1, 8 (72.7%) were males and 3 (27.3%) females.

Ofthe 2 from group I, 1 (50%) was a male and 1(50%) a female.

Those with PM were 6 (10%) males and 1(1.7%) female from group | whereas 1
(3.3%9) male and 1(3.3%) female were from group II.

Ina Tanzanian study which included 200 children, on the “children of the street”,
Lugalla and Mbwambo (1995) reported 33% children came from single parent, of
these 71.2% had been living with either their biological or step mother only; 10.5%

livedwith other relatives.

The prevalence of child rearing by a single parent in this study was found to be 28.8%
and nearly similar to the 33% reported by Lugalla and Mbwambo (1995). However,
Mwangi S. reported 48.7% prevalence rate of child rearing by a single parent.

Adoption studies by Mednick et al (1983) had shown similarity in the prevalence of
convictions between boys and their biological parents than between boys and their
adoptive parents. Parental criminality was not a factor in this study due to lack of

corroboration from parents.
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9. NUMBER OF SIBLINGS

Inthis study of 90 children and young persons, 52 (57.7%) had 4 or less siblings
whereas 38 (42.2%) had 5 or more siblings.

From group 1, those with equal or less than 4 siblings, 12 (19.4%) had PM and
consisted of 10 (16%) males and 2 (3.4%) females.

From group I, those with equal or less than 4 siblings, 13 (42.3%) had PM and
consisted of 7 (22.3%) males and 6 (20%) females (Table 14).

From group I, ofthose with 5 or more siblings, 11 (18.7%) had PM and consisted of 7
(11.9%) males and 4 (6.8%) females.

From group Il, those with 5 or more siblings, 4 (13.4%) had PM and consisted of 2
(6.7%) males and 2 (6.7%) females.

Ndetei (1997) in a study ofillicit drug trend in Kenya rqgiorted that family size with the
highest members of illicit drug users was that of more than 11 siblings (50%) followed
bytlie family with 3-5 siblings (30%) then the family of 6-8 siblings (22%); that of 0-2
siblings (14%) and that of 9-11 siblings (14%).

Lugalla and Mbwambo (1995) reported 17% of the street cliildren studied to have

come from families with between 6-15 children.

10 OCCUPATION OF CAREGIVER

PM was found to be common among those who had a caregiver who was employed
(Table 15).

Where the caregiver was employed, PM was found to be 33 out of 90 (36.6%). Of
these thirty three, 17 (51%) were from group | and 16 (49%) were from group II.
Oftlie 17 from group 1, 13 (72.4%) were males and 4 (23.6%) females.

Ofdie 16 from group 11, 9 (56.2%) were males and 7 (43.8%) females.
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The M:F ratio for those with PM and having a caregiver who is employed being 3.3:1
for group I and 1.3:1 for group II.

Where the caregiver was unemployed, PM was foiuid to be 3 out of 90 (3.3%). Of
these three, 2 (66.7%) were from group | and 1(33.3%) was from group II.
Ofthe 2 from group I, 1(50%) was a male and 1(50%) female whereas only 1(100%)

was a female from group H.

In cases where it was not known whether the caregiver was employed or unemployed,
PM was found to be 4 out 0f90 (4.4%). All the four were from group | and consisted
0f3(5%) males and 1(1.7%) female.

11 SEXUAL EXPERIENCE

Active sexual experience was noted in 6 out ofthe 90 (6.7%) children, (Table 7). Of
these six, 5(83.3%) were from group | and 1(16.7%) from group II.

Ofthe 5 from group I, 2 (40%) were males, one of whom was a sexual abuser and 3
(60%) females, all of whom had been subjected to violent sexual abuse. Only 1
(100%) male from group U was sexually active.

PM was found among 2 (33.3%) males and 2 (33.3%) females from group | and
only 1(16.7%) male from group II.

12 HISTORY OF MENTAL ILLNESS INTHE FAMILY

A total of 7 out 090 (7.8%) reported a positive history of mental illness hi the family.
Ofthese seven, 6 (86%) were from group | while 1(14%) was from group Il. They
consisted of 3 (5%) males and 3 (5%) females from group | whereas 1(3.3%) was a

male from group ILI.

The main mental illness in the family was alcohol related problems among relatives as

reported by 5 out ofthe 90 (5.6%) children.

Only 1out 0f90 (1.1%) reported an epileptic mother and 1out 0of90 (1.1 %) a mother

with a major mental illness.
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13. HISTORY OF SUICIDE

Only 1(1.7%), a female from group | with a diagnosis of mood disorder, depressive,
reared by a step mother, with poor class performance, had been sexually molested

twice reported a single suicide attempt.

From group n, 1(3.3%), a 15-year old female with a diagnosis of mixed disorder of

conduct and emotion complained of suicidal ideations due to sexual advances by her

step father.

No males from either of the two groups had attempted suicide or had suicidal

ideations.
14. PHYSICAL ILLNESS

A general physical examination carried out by the author showed that 24 out ofthe 90
children (26.6%) had a physical illness. Of these twenty four, 18 (75%) were from
group | and 6 (25%) from group Il

Those with wounds and sores on the feet consisted of 7 (11.9%) males and 2 (3.4%)
females from group | and 1(3.3%) male and 2 (6.7%) females from group Il. Ear,
nose and throat problems were found in 8 out of 90 (8.9%) mainly in the form of
rhinitis and pharyngitis as causes of upper respiratory tract infection. Ofthese eight, 5

(62.5%) were males from group | whereas 2 (25%) males and 1(12.5%) female were

from group II.

Scabies was found among 2 out of 90 (2.2%), both being males from group I. Eye
problems were found among two children, one male and one female from group |I.

One female child (1.1%) had a squint and the male (1.1%) had conjuctivitis.

In a study among 200 street children in Tanzania, Lugalla and Mbwambo (1995)

reported 21.5% to have scabies and other skin related diseases and 3.5% to have

suffered eye illnesses.
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CHAPTER SEVEN

l. CONCLUSION

This study determined psychiatric morbidity among children and young persons
appearing in the Nairobi Juvenile Couit from February-May 1998. The total sample
size was 90 children and young persons consisting of 60 (66.7%) criminal cases
(Group 1) and 30 (33.3%) having been brought to the court for discipline and
protection purposes (Group 11). Out of the total sample of 90 children and young
persons, psychiatric morbidity was found among 40 (44.4%). Of those with PM, 23
(57.5%) were criminal cases (Group 1) while 17 (42.5%) were in court for discipline
and protection purposes (Group II). These findings disprove the null hypothesis
because there was a significant amount of psychiatric morbidity, (44.4%), detected

among children and young persons appearing in the juvenile court.

The high prevalence of psychiatric morbidity in this study can be attributed to the low
socio-economic status, poor family support systems, low education levels and

substance use among the children and young persons studied at the Nairobi Juvenile
Court.

Section 18; CAP 141 of the Laws of Kenya; The Children’s and Young Persons Act
states "if it appears to the court on the evidence ofa medical practitioner that a child or
young person, although not of unsound mind, requires or may benefit from mental
treatment, the court when making a probation order against him, may require him to
undergo mental treatment at the hands or under the direction of medical practitioner for

aperiod not exceeding twelve months, subject to review by the court, as a condition of

the probation order.”

This study has shown a high prevalence of psychiatric morbidity (44.4%), 15 different
types of deviant behaviours and increased psychoactive substance use (43.3%) by the
children and young persons appearing in the juvenile court. These children and young

persons definitely need urgent psychological and psychiatric management as stipulated

in Section 18, CAP 141 ofHie Laws of Kenya.
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2. RECOMMENDATIONS

(i) Probation and Children Department officials require more training in the field of
psychiatry so as to be able to identify psychiatric morbidity in children on first
contact. This will enable them to adequately advise the court in the proper

referral of such cases for further psychiatric assessment and treatment as

necessary.

(i) Thejuvenile court officers (Judiciary, Prosecution, Probation and Children
Officers) should be more sensitised to recognise psychopathology more
readily and dispose these cases, when and where indicated, as prescribed

by relevant statutes for specialised psychiatric assessment and management.

liii) Forensic psychiatric hiput in the juvenile courts should be more regularly
provided by qualified psychiatric personnel assigned to the court in order
to screen for PM in the Children and Young Persons prior to disposal
ofthe cases by courts. Ihc aim should be the benefits from mental
treatment and not just on the “soundness ofmind” ofthe children appearing
inthe said court as per Section 18 CAP 141. This screening process shall
assist in decongesting the juvenile court by expediting the disposal ofthe
mentally disordered children and young persons as well as reducing recidivism

inthe same population.

fiv) Rehabilitation centers should be established for those children and young

persons who have a history ofregular use of psychoactive substances.

(v) Identification ofthe at risk child for deviant behaviour/PM and then early

interventions.
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(\i) Children with delinquent behaviour and history of substance use should be
identified in the school years and placed into community-based programmes
which should include vocational training, increased recreational activities,
teaching and enhancement ofgood social skills as well as fife philosophy and

theology so as to pre-empt maladjustment.

(vii) Court appearances with suspended sentence as a deterrent to deviant

behaviour should be introduced.
(viii) Juvenile courts should be transformed into Family Courts in order to

effectively execute court recommendations affecting in-community

rehabilitation.
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3 HRTIUERRI SI AWUII

() Sincethis was a point prevalence study, longitudinal studies could be done
by assessing PM at the juvenile court and then changes of PM in the same
population, over a period oftime. This may involve institutional and

community-based longitudinal studies of such study population groups.

lii) Since a high percentage of PM (44.4%) was found in this study, it is
hereby recommended that a research on the prevalence of PM among
children and young persons who are living in the streets as their natural
habitat be conducted in order to further elucidate the degree and pattern

of PM in the deviant youth hi Kenya.
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appendix Il

Definitions according to the Children and Young Persons Act
(Chapter 141 Laws of Kenya).

(@ "Age" where actual age is not known, means apparent age.

(b) "Child" means a person under the age of fourteen years.

(c) "Young person" means a person who is ofthe age of sixteen years or more and is
under the age of eighteen years.

(d) "Juvenile" means a person who is ofthe age of fourteen years or more and is
under the age of sixteen years.

(e) "Guardian" in relation to a person under eighteen years of age, includes anyone
who, in die opinion ofthe court, has charge or control of that person.

(0 ™Juvenile court™ without prejudice to the powers andjurisdiction ofthe High
Court, means a court constituted in accordance with section 3 ofthis Act

(9) "Authorised ollicer" means a police ollicer, administration police officer,
administrative officer, inspector of children, children's officer and approved officer
and a chiefor subchiefappointed under the Chiefs authority Act;
The chiefinspector of children, children’s officer and the inspector of children are
persons appointed as such under section 54 of this Act.

An approved officer means a person appointed under section 64 of this Act.

(h) “Home™ means, in respect of any person under eighteen years of age, the place
where in the opinion ofthe court having cognisance ofany case relating to him or
inwhich lie is concerned, his parent or guardian permanently resides, or if there is
no parent or guardian living, his parent or guardian last permanently resided:

Provided that -

(i) Inthe case ofa parent or guardian having, or having had, more than one
permanent place of residence, such parent or guardian shall be presumed to
be or to have been, permanently resident at that place of his principal

permanent residence;
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(if) Where the court isunable to determine the home ofany such person he

shall be deemed for the purposes of this Act to have his home in the area of

jurisdiction ofthe local authority in whose area he is found.

"Juvenile remand home™ means a remand home established for the detention of
persons under sixteen years of age or an institution agreed to he used as ajuvenile

remand home under section 36 ofthis Act.

"Nursery" means any institution or place at which for the time being, five or more

children under the age ofseven years are received and cared for regularly for
reward

u "Place of safety” means any mission, institution, hospital or other suitable place
whether or not similar to the foregoing, the occupier ofwhich iswilling to accept
the temporary care of a child orjuvenile, and where no such place is available a

juvenile remand home or police station shall be deemed a place of safety for the

purpose ofthis Act.

‘Voluntary institution” means a home or institution for the care ofpersons under
eighteen years of age, whether for reward or not, supported wholly or partly by

voluntary contributions or endowments, not being a school within the meaning of
the Education Act.



appendix m

>0CIO DEMOGRAPHIC AND SUBSTANCE USE QUESTIONNAIRE

5 Place of Birth

6 If4 & 5 are different then probe the reasons for change of residence:

7. Have you nm away from home?

Yes O No O Ifyes:

8 Give details relating to your current arrest

Probe [a] Where arrested

[b] Date ofarrest.....cccccvvvvivviviiniinnnnnns

[c] Duration of stay in police custody

9 What did you do that led to your being brought to the juvenile court this time?

10 Current official charge:

Specify [a] Give statute/section contravened

[0] Disposal by court



How niauy times have you appeared in the juvenile court prior to cuiTent

appearances?
ecify number ofappearances

| Do yx)u know your parents?

Both Yes Q No O
Only mother Yes O No OJ
Only father Yes Q No Q
3 Are both your parents alive?
Yes Q No 0O Don’t know [
Probe deceased Father [ MotherQ

14

15.

16.

17.

Cause ofdeath

Ifboth your parents are alive are they?

[a] Married

[b] Cohabiting

[c] Separated

[d] Divorced

[e] Living separate

[f] Others, specify

Does your father have more than one wife?

[a] Yes [b] No [c] Don’t know
[d] Have no father

Do you have step parents?.......cccccceveveveenieeveenieeneenens

Ifyes [a] Specify step parent.......cccoceoevviiinenenns

[b] Isdie step parent in any way responsible for your being brought

to the juvenile court?.........ccoovvevviernnnnne.
Ifyes, Fhobe the involvement...........c..ccoocovieiiiinnnenn.
Occupation of parents/other caregiver
[a] Mother

[b] Father

[c] Odier Caregiver
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S Number of siblings: Brothers

Sisters

Birth order: [a] Among all siblings

[b] Among brothers

[c] Among sisters

Who brought you up?

[a] Both parents [b] Mother along
[c] Father alone [d] Others, specify.
Li. Have you attended school? Yes No |:|
Ifyes specify school: Rural £ Urban [
2. Are you attending school now?
[a] Yes specify: School:.............. Rural t—1 Urban C
Class:....cccccvrvenn.
[b] No
23. If out of school, which problems caused you to leave school?
[a] Financial reasons - Probe - the nature of financial problems
[b] Some of my friends had also left school
[c] Problems at school - Probe - the nature of school problems
[d] School was far from home
[e] Others - SPECITY......cccovviiiriieii e
24. 1fout of school, at what level did you leave school?
[a] Primary - state Class.......cccocoviiiieeireiinniesiiennens
[bl Secondary - state Class........ccccoovevvrviinieninnnnns
25.

What was your worst experience?

[a] In street life

Ib] At home

[c] Other situations - specify
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B Have you had problems before with;

21.

28.

29.

30.

[a] Siblings

[b] Parents/otlier family members
[c] Peer/other street children

[d] Police/local administration
[e] Members ofthe public

[f] Teachers at school

Ifany ofthe above isYes - probe....

Have you ever been involved in criminal acts e.g., thefts, robbing,
housebreaking, rape etc.

ITYES - SPECITY i e
Have you ever had any sexual experience?

Yes G No G

Ifyes state:

[a] Consented

[b] Forced

[c] Protected

[d] Unprotected

[e] Age at first sexual experience

History of mental illness in the family

Yes Q No O
Ifyes specify

History of suicide

[A] Have you ever had any suicidal ideas?

Yes Q No G
Ifyes probe:

[a] Age of onset

[b] Causative factor (stressor)

[c] What was the method(s) thought for committing suicide
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[B] Have you ever attempted suicide?
Yes O N oD
Ifyes probe:
[a] Adge at first attempt.......ccccoeveiviiiinnnnnnn,
[b] Number ofattempts.....c.ccocvvvivirrrnnne
[c] What was the method(s) used...............

84



Jx.

Which of the following drugs have Used Within the periof of

3UiaaTAltt.-tl! uan:

you ever tasted?

=

e < e
o A W NP O

© 00 N o 0 b~ 0N

Alcohol

Amphetamines

Khat
Caffeine

Cannabis

Cocaine

Hallucinogen

Inhalants
Nicotine

Opioides

ouiaT IOWMAIIU

Yes No

Phencyclidine

Sedatives
Hypnotics
Anxiolytics

Others _....

Quantity

session
currently

One month One week

Quantity
per
session
previously

Starting
age



(11 Typc« M URW LN CM L L s eeee J j

fiij Duration of substance use...... ... .......

Source of money to buy the substance:

Specify e.g. begging, robbing/stealing, prostitution etc.

Reason(s) for substance use e.g. peer pressure, 1ignorance, Tather or other family members
were using the substance etc.

SpeCITY e e iaiaaaaa



APPENDIX 1V

A. REPORTING QUESTIONNAIRE FOR CHILDREN (RQC)

[ o

Register Number
Father®s name:
Mother®s name:
Child"s age:

Sex: Male............ Female: .........

School: Child never attended...Still attends

[

(retarded, incomprehensible, stammering?

Does the child sleep badly?

Did the child ever have a fit or fall to

the ground for no reason?

Does the child suffer from frequent

headaches?

Does the child steal things from home?

Does the child run away from home

frequently?

. Does the child get scared or nervous

for no good reason?

8. Does the child appear iIn any way
backward or slow to learn as compared
with other children of about the same
age”?

9. Does the child nearly never play with
other children?

10 . Does the child wet or soil itself?

TOTAL SCORE

NN

ur u

\I

FOLLOW UP INTERVIEW IF ONE OR MORE 'YES' 1S RECORDED
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Is the child"s speech iIn any way abnormal

Yes
Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes
Yes

No
No

No

No
No

No
No

No

No
No



ENDIX V

mUP INTERVIEW FOR CHILDREN (F.1.0)
Symptoms

Duration of symptoms
Less than six months

6 to 11 months

12 to 23 months

24 to 35 months
Not known

Symptoms present iIn last year

Disturbances of emotions (anxiety, depression

Stereotypes

Austistic-type abnormality in

Disturbed relationship with family

Disturbed relationship with peers

Anti-social behaviour (non delinquent)....

Delinquent acts

Hyperkinesis

Enuresis or Encopresis

Retardation or abnormality in speech or

language

Eating difficulty

Sleeping difficulty

Somatic symptoms thought to be of emotional
origin

Retarded iIn educational attainments

Other symptoms specify ............

‘MEDICAL UBRAJ**_n,
T7BIVERS1ITY OF NAIROBI
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appendix VI

UNIVERSITY OF NAIROBI

College of Health Sciences
faculty of medicine

“Milken'* N*vdii .
*1IMEMT OF PSYCHIATRY
v/n Nnhonnl Ilos]iLil Ik N-1i/ZRE v
3c* 19G70 Diictf Linc: 7210V1
PCfll. Kcnya.

*7th November, 1997

Tia Painianeat Secretary,
Office or tilts President,
FV.. Dbj.i 30510,
KAIRODI.

Dear air,
RE: DR. H.M. MAKU

Tliis Is to introduce Dr. II.LM. Maru who is on tho Master of Medicine rrogranmut
In thiu department. Dr. Maru is to undertake on behalf oi liliuaGlt and add par
of the Master of Medicine in Psychiatry dissertation and on behalf of Lhu
department a research on the "Psychiatric Morbidity of Children and Young
Persona Appearing in the Juvenile Court of Nairobi.

As the age group of the children and young persons in the study in below
18 years, consent is being requested from your office to interview ti-in.

1 would be areat grateful for any usciotunce you accord him. It will be fully
acknowledged in the dissertation.

Yours faithfully,

PROFESSOR OF PSYCHIATRY
&
CHAIRMAN, DEPT. OF PSYCHIATRY



APPENDIX VII

OFFICE OF THE PRESIDENT

PROVINCIAL ADMINISTRATION AND INTERNAL SECURITY

rckrprnphic Athlrev*: “Kais" |\0 Box 3:51(1
Telephone : Naiiohi 227411 NAIROBI
Ret. N, OP 13/001/27¢ 192/ 18th December — j§ 97

Dr. H. M. Maru
P. O. Box 10139
NAIROBI

Dear Sir,
RESEARCH AUTHORIZATION

Following your application for authority to conduct research on
"Psychiatric Morbidity in children and young persons appearing in

the Juvenile courte of Nairobi", 1 atn pleased to let you know that your
application has been considered and approved.

You are therefore authorised to conduct research in Nairobi as from
December 1997 to June 1998. You are advised to pay a courtesy call

to the Provincial Commissioner Nairobi before embarking on your research
project.

You are further advised to avail two copies of your fist research report
to this office upon completion fo your research project.

Yours faithfully,

for: PERMANENT SECRETARY/
PROVINCIAL ADMINISTRATION



